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As of 2014, nearly 6,000,000 people in the United States need palliative care. Almost
2,000,000 people with chronic, serious illnesses currently reside in long-term care facilities.
Palliative care aims to relieve suffering and provide the best possible quality of life. Thus, the
primary aim of this study was to evaluate the influence of an education intervention to increase
nurses’ knowledge and self-efficacy in palliative care practice in long-term care settings. A
secondary aim of this study was to determine if there was a significant difference in palliative
care self-efficacy between registered nurses (RNs) and licensed practical nurses (LPNs). A twogroup quasi-experimental design was used to compare knowledge and self-efficacy scores of an
attention-control group and the palliative care education intervention group at two distinct, large
long-term care facilities. Bandura’s theory of self-efficacy was used as the theoretical
framework for this study. Statistical analysis using paired t test for pre- and post-intervention
knowledge and self-efficacy scores was performed within groups. Independent t-tests were
performed to compare scores between groups. Analysis of covariance was used to determine if
there were differences in the self-efficacy mean scores between RNs and LPNs after controlling
for site, age, and years of nursing practice.

The Influence of a Palliative Care Education Intervention in Increasing Knowledge and SelfEfficacy of Nurses Practicing in Long-Term Care
Yvonne Louise Lataille Joy
B.S.N., Syracuse University, 1993
M.B.A., Webster University, 1999
M.S.N., Saint Louis University, 2007

A Dissertation
Submitted as Partial Fulfillment of the
Requirements for the Degree of
Doctor of Nursing Practice
at the
University of Connecticut

2015

APPROVAL PAGE
Doctor of Nursing Practice Dissertation
The Influence of a Palliative Care Education Intervention in Increasing Knowledge and SelfEfficacy of Nurses Practicing in Long-Term Care

Presented by
Yvonne Louise Lataille Joy, MSN, APRN

Major Advisor __________________________________________________
Colleen Delaney
Associate Advisor: ____________________________________________________
Millicent Malcolm
Associate Advisor ____________________________________________________
Cynthia Kociszewski

University of Connecticut
2015

ii

Acknowledgements
My nursing career has spanned many settings and populations. Nonetheless, death was present
in all of them, as death is a natural part of life. It is my belief that everyone deserves a peaceful
death and it can be achieved through palliative care. This dissertation is part of my effort to
educate more people, whether it is patients and families or members of the healthcare team, to
become knowledgeable about palliative care. I am grateful to the following people, who,
without their support, I would not have completed this dissertation:
•

My major advisor, Dr. Colleen Delaney, PhD, RN, AHN-BC for her scholarly assistance
and research expertise.

•

My associate advisors, Dr. Millicent Malcolm, DNP, GNP-BC, RN, APRN and Dr.
Cynthia Kociszewski, PhD, APRN for their encouragement and support. I am also
appreciative to Dr. Kociszewski for serving as my preceptor for the majority of my
clinical hours.

•

My reader and preceptor, Dr. Roy Zagieboylo, MD for his clinical expertise.

•

My reader, Dr. Thomas Long, PhD, for his scholarly expertise.

•

My husband Michael and my children Matthew, Timothy and Elizabeth for the
unconditional love, patience, and acceptance during this journey.

•

My family, near and far, for their unwavering encouragement and support.

•

My fellow DNP students, for their constant presence and kind words.

•

The nurses who agreed to participate in this study, for their cooperation and attention,
even when they were busy.

•

The many patients and families who have shared their last moments of life with me. I am
truly honored.

iii

Table of Contents
Chapter 1: Introduction

1

Statement of the Problem

2

Background

3

Palliative Care

3

Palliative Care Need

5

Palliative Care Need in the Long-Term Care Setting

6

Palliative Care Education Necessity

7

Palliative Care Education Intervention

8

Palliative Care Knowledge

9

Palliative Care Self-Efficacy

9

Nursing Licensure

10

Significance to Nursing

12

The Role

12

Advocacy

13

Purpose of Practice Change

13

Theoretical Framework

15

Study Questions

18

Definitions of Key Terms and Variables

18

Variables of Interest

18

Summary

19

Chapter 2: Integrated Review of the Literature

21

Introduction

21

iv

Theoretical Literature

21

Theory of Self-Efficacy

21

Concepts of Self-Efficacy

22

Empiric Literature

25

Intervention: Palliative Care Education

25

PCQN

26

ELNEC

28

Nursing Licensure

30

Summary

33

Chapter 3: Methods

35

Introduction

35

Design

35
Specific Aims and Major Hypotheses

Setting

35
36

Recruitment

36

Sample

37
Sample Access

38

Inclusion and Exclusion Criteria

38

Protection of Human Subjects

38

Procedure

40

Recruitment

40

Palliative Care Education Intervention

40

Attention Control Condition

42

v

Instruments

43

Demographics

43

Palliative Care Quiz for Nursing

43

Palliative Care Self-Efficacy Scale

44

Treatment of Data

45

Planned Data Management Tools

45

Data Management

46

Planned Analysis

46

Summary

47

Chapter 4: Results

48

Introduction

48

Data Collection

48

Description of Sample

50

Results

52
Research Question Number One

52

Research Question Number Two

53

Summary

54

Chapter 5: Discussion

55

Introduction

55

Study Summary

55

Discussion of Findings

56

Sample

56

Research Question Number One

57

vi

Palliative Care Knowledge

57

Palliative Care Self-Efficacy

58

Palliative Care Education

58

Research Question Number Two

59

Evaluation of Theoretical Framework

60

Limitations

61

Utilization of Findings

62

Implications

62

Implications for Nursing Education

62

Implications for Nursing Practice

65

Implications for Nursing Administration and Policy

66

Implications for Nursing Research

67

Summary

67

Conclusion

67

References

69

Tables
Table 1. Demographic Characteristics of Study Participants

51

Table 2. Pre- and Post- Intervention Scores for PCQN and

53

PCSES in Intervention and Control Groups
Figures
Figure 1. Study Participant Recruitment and Flow Chart

49

Figure 2. Self-Efficacy of RNs and LPNs

54

vii

Appendices
Appendix A: Informed Consent for Intervention Group

83

Appendix B: Informed Consent for Control Group

89

Appendix C: Flyer to Recruit Study Participants

95

Appendix D: Demographic Collection Form

96

Appendix E: Palliative Care Self-Efficacy Scale (PCSES)

98

Appendix F: Palliative Care Quiz for Nursing (PCQN)

99

Appendix G: Letter of Approval for Intervention Facility

100

Appendix H: Letter of Approval for Control Facility

101

Appendix I: Permission to Use PSCSE

102

Appendix J: Permission to use PCQN

103

Appendix K: Handout #1 for Attention Control Group

104

Appendix L: Handout #2 for Attention Control Group

106

Appendix M: Palliative Care Education Session 1 Handout

108

Appendix N: Palliative Care Education Session 2 Handout

112

Appendix O: Palliative Care Education Session 3 Handout

121

Appendix P: Palliative Care Education Session 4 Handout

128

viii

THE INFLUENCE OF A PALLIATIVE CARE EDUCATION

1

Chapter 1: Introduction
Palliative care is a form of health care designed to relieve distressing symptoms of
chronic and terminal illness and promote quality of life. The World Health Organization (WHO)
(2004) defines palliative care as, “an approach that improves the quality of life of patients and
their families facing the problem associated with life-threatening illness, through the prevention
and relief of suffering by means of early identification and impeccable assessment and treatment
of pain and other problems, physical, psychosocial and spiritual” (p. 14). Palliative care
incorporates a holistic, multidisciplinary approach of support to the patient and family, and is
consistent with good nursing practice (Becker, 2009a). Palliative care nursing is an art and a
science that emphasizes quality and normality of life by simply helping people live until they die
(Becker, 2009a).
The need for palliative care is evident as our population ages. People are living longer
due in large part to improvements in public health, and by 2020 1 in 6 people living in the United
States will be over the age of 65 (WHO, 2004). As life expectancies increase, so too will chronic
and degenerative diseases that will ultimately result in end-stage illness (Brajtman, Higuchi, &
Murray, 2009). This growth in chronic and degenerative diseases will produce an increased
demand for palliative care including symptom management.
According to the Center to Advance Palliative Care (2012), there are nearly 6,000,000
people in the United States who need palliative care, meaning they suffer from a serious illness
and require relief from distressing symptoms. Over the past decade, there has been an effort to
offer palliative care earlier in the disease process, to improve patients’ quality of life and the
quality of end-of-life care. As a consequence the number of specialized palliative care programs
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increased, with the goal of integrating these services earlier in the illness trajectory. (El-Jawahri,
Greer, & Temel, 2011)
By 2030, over 3,000,000 people in the United States with chronic, serious illnesses will
reside in long-term care facilities (CAPC, 2008). As more people live longer and contend with
chronic illnesses, a shift in causes of death occurs and more people are dying from
manifestations of serious chronic illnesses than from acute illnesses (WHO, 2004). To date
approximately 20% of all deaths in the United States occur while in long-term care and this
percentage is expected to climb to approximately 40% by 2020 (Brazil, Brink, Kaasalainen,
Kelly, & McAiney, 2012). With this increase, there is a clear need for palliative care in the longterm care setting to benefit those with chronic and terminal illnesses (Hall, Kolliakou, Petkova,
Froggatt, & Higginson, 2011). During the often-protracted period of chronic and terminal
illness, patients require compassionate nurses who practice evidence-based palliative care
(Brajtman et al., 2009). Nurses, therefore, must be prepared to adeptly apply palliative care
knowledge in efficacious manner in order to perform this important aspect of care.
Nurses play an instrumental role in providing palliative care. According to a 2010
Institute of Medicine (IOM) report on the future of nursing, nurses are “ideal providers” of
palliative care. Prevost, Rushton, Chrastek, and Kirshling (2010) further state that “palliative
care is a model that is consistent with basic nursing values, which include caring for patients and
their families regardless of their age, culture, socioeconomic status, or diagnoses, and engaging
in caring relationships that transcend time, location, and circumstances” (p. G23). Nurses
working in long-term care settings are in an optimal position to provide palliative care and meet
the growing needs of patients in long-term care facilities.
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Statement of the Problem
Given the aging population and increasing demand for high quality palliative care, there
is a critical need to provide long-term care nurses with education that increases their knowledge
and self-efficacy related to palliative care. Previous research suggests many nurses identify lack
knowledge of and self-efficacy in providing palliative care (Al Qadire, 2014; Autor, Storey, &
Ziemba-Davis, 2013; Brazil et al., 2012; Iranmanesh, Razban, Tirgari & Zahra, 2013; Kassa,
Murugan, Zewdu, Hailu & Woldeyohannes, 2014; Kim & Hwang, 2014; Pitman, 2013). In
addition, long-term care nurses have few opportunities for continuing education (Brajtman et al.,
2009; Hall et al., 2011; McIlfatrick, Mawhinney, & Gilmour, 2010; Wen et al., 2012). The
deficit in knowledge, self-efficacy, and opportunities for continuing education underscore the
need to promote knowledge and self-efficacy about evidence-based palliative care practice in
long-term care.
Background
In this study, the setting of interest was long-term care where more patients are living
longer with chronic illnesses (CAPC, 2008). Education of long-term care facility staff members,
particularly nurses, should be designed to improve care for this population of chronically ill
individuals. Measuring nurses’ palliative care knowledge and self-efficacy is a simple, yet
effective quantification of a targeted education intervention.
Palliative Care
The history of palliative care began in 1973 in Canada, when Balfour Mount first
introduced the term palliative care, stemming from the words to palliate, which means to
improve the quality of something (Pastrana, Junger, Ostgathe, Eisner, & Radbruch, 2008). In
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November 1978, the field of palliative care became a medical specialty in the United Kingdom
and was called 'palliative medicine' (Pastrana et al., 2008).
The proliferation of palliative care organizations in the United States began with the
earliest development of the National Hospice and Palliative Care Organization (NHPCO) in
1978. Through the 1980s, the Hospice and Palliative Nurses Association (HPNA), the American
Academy of Hospice and Palliative Medicine (AAHPM), and the Center to Advance Palliative
Care became instrumental forces in defining the scope of palliative care. The American
Academy of Hospice and Palliative Medicine (AAHPM) emphasizes “palliative care expands
traditional disease-model medical treatments to include the goals of enhancing quality of life for
patient and family, optimizing function, helping with decision-making and providing
opportunities for personal growth” (Pastrana et al., 2008, p. 224). Then in 1990, the World
Health Organization’s definition of palliative care was rooted in the philosophy that ‘palliative
medicine affirms life and regards dying as a normal process’ (Pastrana et al., 2008). Before the
proliferation of antimicrobials and during the early stages of medicine when cures were not
possible, patients were comforted and symptoms were treated (Pastrana et al., 2008). In this
regard, palliative care was the standard of care.
Many patients with manifestations or exacerbations of chronic illnesses may require
palliative care for an extended period of time. This is particularly true with patients in long-term
care who may not qualify for hospice care, as hospice eligibility requires a prognosis of six
months or less (CGS Administrators, 2014). These patients include those with Alzheimer’s
disease or aggressive advanced disease; those who have a functional or cognitive decline despite
receiving therapy rehabilitation; those who make repeated and frequent trips to the hospital; and
those with acute, chronic, or uncontrolled pain (Dixon, 2007). Another important distinction
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about palliative care, compared to hospice care, is that it can be delivered in conjunction with
curative treatment.
Palliative Care Need
The need for palliative care is escalating due to increases in the aging population and
rates of those living in long-term care and dying of a protracted illness related to chronic
diseases, (Desbiens & Fillion, 2011; Ferrell, Grant, & Virani, 1999; Heals, 2008). Palliative care
meets the dual needs of this vulnerable population by helping patients live as actively as possible
until they die and assists their families to cope with illness and bereavement (Hall et al., 2011).
Long-term care facilities providing palliative care reduce burdensome transitions to and from
acute care settings (Wittenberg-Lyles, Goldsmith, Richardson, Hallett, & Clark, 2012). It is well
documented that transitions between care facilities contribute to distress particularly from the
trauma of the physical transfer; the confusion of an unfamiliar setting and care providers; the
inability to adequately address the patient’s special needs; and the lack of communication about
the goals of care (Gozalo, 2011). In 2005, the Centers for Medicaid and Medicare Services
(CMS) reported the cost of potentially avoidable hospitalizations was $3.1 billion (Ouslander &
Berenson, 2011).
Palliative care meets the need of the individual patient with a focus on quality of life by
reducing and eliminating distressing symptoms and side effects of treatment (Adriaansen et al.,
2005; Johnston & Smith, 2006). Inadequacy in pain assessment for patients living in long-term
care settings is well documented (Ersek, Grant, & Kraybill, 2005), and palliative care can
address this shortfall. Palliative care prevents unwanted or inappropriate life-sustaining
measures during the final months of life and addresses the concerns of families regarding
symptom management and emotional support (Adriaansen, & van Achterberg, 2008; Brazil et
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al., 2012; Ersek et al., 2005). For patients with incurable chronic progressive disease, palliative
care is widely recognized as essential to their care (WHO, 2004). One of the greatest benefits for
palliative care is the opportunity for patients and their families to have meaningful dialog about
their health care with health care professionals (Adriaansen et al., 2005; Adriaansen & van
Achterberg, 2008).
Palliative Care Need in the Long-Term Care Setting
Chronic disease takes a personal toll on the quality of life for a long-term care resident.
The Center to Advance Palliative Care (CAPC) (2008) reported that untreated or under-treated
pain in long-term care is well documented and half of the people living in this setting suffer from
untreated pain. Additionally the 2008 CAPC Report indicated that 65% of residents are
functionally impaired and need help with three or more activities of daily living (ADLs). Other
aspects of quality of life impacted by chronic diseases include impaired mobility, impaired
performance of usual activities, anxiety, and depression (Rabin, Oemar, & Oppe, 2011).
Current barriers to palliative care in the long-term care setting are: lack of provider
knowledge about the principles and practices of palliative care, provider attitudes and beliefs
about death and dying, staffing levels and lack of available time for dying residents, lack of
physician support, lack of privacy for residents and families, families' expectations regarding
residents' care, and hospitalization of dying residents (CAPC, 2008; Wowchuk, McClement &
Bond, 2007). Palliative care education is desperately needed for those working with residents in
long-term care settings (Wowchuk et al., 2007); however, some of these barriers can be
overcome using approaches that embrace enhanced communication, continuity of care, advance
care planning, staff training, and systematic changes in clinical care practice (Goebel, 2013;
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Hanson & Ersek, 2006). Educating nurses about communicating palliative needs to patients and
families is an important step in establishing achievable goals of care (Unroe & Meier, 2011).
Palliative Care Education Necessity
Providing palliative care begins with educating staff, particularly nurses, who are not
prepared to provide optimal palliative care (COH & AACN, 2014). Major deficiencies in
education include the paucity of palliative care content in nursing texts, the nominal content in
nursing curricula, and the shortage of knowledgeable nursing faculty (COH & AACN, 2014;
Desbiens et al., 2011; Lange, Shea, Grossman, Wallace, & Ferrell, 2009). Access to palliative
care education by nurses is also a barrier to meet the needs of patients living in long-term care
(Curry, Middleton, & Brown, 2009). Additionally, licensed nursing staff members working in
long-term care have lower levels of educational attainment than in other clinical settings (Ersek
et al., 2005). The majority of nurses working in long-term care are licensed practical nurses
(LPNs) who are eligible for licensure after completion of a twelve to eighteen month program,
whereas registered nurses (RNs) must complete a minimum of two years of intensive education
to be eligible for licensure (HRSA, 2013; Nurse Practice Act, 2013). Coupled with the
educational barriers noted above, differences might exist between the levels of knowledge of
LPNs and RNs in long-term care settings.
McIlfatrick et al. (2010) and Kim et al. (2011) identified major deficiencies in
knowledge, skills, attitudes, and behaviors of staff who care for patients at the end of life.
McIlfatrick et al. (2010) and Kim et al. (2011) also reported that a cultural shift in attitudes and
behaviors among health care professionals through education initiatives is essential for
longstanding changes in patient outcomes. Health care professionals, including nurses, also
acknowledge their own lack of competency for providing palliative care (Adriaansen et al., 2005,
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Brazil et al., 2012; COH & AACN, 2014; Ferrell et al., 1999; Wittenberg et al., 2012). The
paucity of competent health care professionals, including nurses, results in unintentionally
inadequate quality of care for patients in long-term care (Brazil et al., 2012). Moreover, evidence
indicates that family members of those receiving palliative care indicate misinformation,
inadequate communication, and poor collaboration with nursing staff that ultimately increases
family burden (Wittenberg et al., 2012).
Palliative Care Education Intervention
Education is shown to improve skills in and increase knowledge of palliative care (Ersek
et al., 2005), as well as overall levels of self-efficacy (Phillips, Salamonson, & Davidson, 2011).
The content of the education intervention should reflect the needs of patients living in long-term
care, including the chronic disease trajectory and the care culture that differs from the acute care
setting (Brazil et al., 2012). The program can be brief and still effective if it focuses on specific
aspects of palliative care (Adriaansen & van Achterberg, 2008). Interactive and integrated
programs that mix didactical methods are known to have a positive impact on professional
practice (Adriaansen & van Achterberg, 2008). When these programs are offered over a period
of weeks, it allows nurses to practice what they are learning and then reflect on their experience.
Programs that allow nurses to reflect on their professional practice encourage them to evaluate if
their attitudes and actions meet the needs of their patients (Adriaansen et al., 2005; Curry et al.,
2009). Nurses in prior studies reported increased confidence in assessment and symptom
management skills after completing palliative care education programs in addition to feeling
empowered to approach physicians about concerns for their patients (Dixon, 2007).
Palliative Care Knowledge
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Palliative care knowledge is identified as the most important component of providing
palliative care (Prem at al., 2012). Current research demonstrates inadequacies of palliative care
knowledge, particularly related to pain management (Autor, Storey & Ziemba-Davis, 2013;
Brazil et al., 2012; Goddard, 2013), opioid use and adverse drug events (Goddard, 2013; Prem et
al., 2012); misconceptions about palliative care, including principles and utilization of palliative
care (Autor, Storey, & Ziemba-Davis, 2013; Iranmanesh, Razban, Tirgari, & Zahra, 2013), and
identifying patients most likely to benefit from palliative care (Autor, Storey, & Ziemba-Davis,
2013; Goddard, 2013; Iranmanesh, Razban, Tirgari, & Zahra, 2013). Increasing nurses’
knowledge about palliative care assessment and management will help them, and other members
of the healthcare team, improve the quality of care provided (Prem et al., 2012). Evaluating
palliative care knowledge is an effective measure for an education intervention.
Palliative Care Self-Efficacy
In addition to palliative care knowledge, self-efficacy is a relevant measure for a
palliative care education intervention because it is an accurate predictor of professional and
personal behavior change (Phillips et al., 2011). Self-efficacy is an individual’s belief in his or
her ability to organize and carry out a course of action necessary to result in a desired behavior
(Bandura, 1997; Resnick, 2003). Individual beliefs provide the foundation for human
motivation, well-being, and personal accomplishment (Bandura, 1997; Resnick, 2003). This
corresponds well to the goal of an education intervention, which is not only to increase
declarative and procedural knowledge but also to affect competence and performance (Moore,
Green, & Gallis, 2009). A nurse’s high level of self-efficacy corresponds to higher work
engagement and supports clinical performance with the ultimate impact on patient outcomes and
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population health (Adriaansen et al., 2005; Bandura, 1997; Salanova, Lorente, Chambel, &
Martinez, 2011; Zhu, Norman, & While, 2013).
Resnick (2003) describes the four information sources for determining self-efficacy. The
first source of self-efficacy is enactive attainment; the belief that performing an activity
strengthens self-efficacy beliefs. Described as the most influential information source, enactive
attainment greatly influences self-efficacy expectations. These expectations include the
preconceived abilities, the perceived task’s difficulty, and past successes or failures. The second
source of self-efficacy is vicarious experience; seeing other similar people perform successfully
the same activity. The third source of self-efficacy is verbal persuasion; verbally telling that he
or she has the capabilities to master the particular behavior. The fourth source of self-efficacy is
physiological feedback; a person’s awareness of their physiological state to judge their abilities.
Nursing Licensure
Education requirements and scope of practice are the two main differences between LPN
and RN licensure. Nursing education requirements for LPNs are at least twelve months of
vocational instruction at an accredited institution. Nursing educational requirements for RNs are
the completion of a degree, diploma, or certificate from an accredited institution. RN programs
vary from an intensive one-year type to a four-year undergraduate education (National Council
of State Boards of Nursing [NCSBN], 2011). Nursing licensure provides a clear distinction
between these two types of nurses, whereas education length is highly variable.
Scope of practice is loosely outlined by the National Council of State Boards of Nursing
(2012), but is more specifically defined by each state’s Nurse Practice Act. Connecticut’s Nurse
Practice Act (2013) is one of six nationally that is essentially silent when it comes to specifying
LPN delegation and supervision, particularly of unlicensed personnel (Corazzini et al., 2011);
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however Connecticut’s Nursing Practice Act (2013) does explicitly state that LPNs function
under the supervision and direction of RNs or APRNs.
A mix of nursing licensure is unique to the long-term care setting. Approximately twothirds of nurses employed in long-term care are LPNs that provide direct patient care (the U.S.
Bureau of Labor Statistics, 2011). LPNs provide the majority of bedside care, whereas RNs
serve in a supervisory role of LPNs and nursing aides. The RNs’ level of responsibility is higher
than LPNs. The national average RN hours per patient per day is 49 minutes, whereas the
average LPN hours per resident per day is 50 minutes (CMS, n. d.). In Connecticut, the average
RN and LPN hours per patient per day averages are 53 minutes and 45 minutes respectively. At
the current study’s intervention site, the RN and LPN hours per patient day averages are 59
minutes and 47 minutes respectively. On the contrary, the control site RN and LPN hours per
patient per day averages are 26 minutes and 49 minutes respectively. There may be a larger
disparity in actual direct patient care RN and LPN hours as all RNs working in the long-term
care facility may not provide direct patient care. These RNs may include the director of nursing,
assistant director of nursing, staff development RN, infection control nurse, and minimum data
set coordinator, whose positions are more administrative and supervisory, yet included in the
total RN hours per resident day.
Significance to Nursing
The aims of this study are significant to nursing in several ways. Nurses provide the
majority of direct patient care, including palliative care. In the long-term care setting, nurses are
the only profession with a 24-hour presence. Nurses act as patient advocates, identify the need
for palliative care, and promote action to improve symptom management and quality of life.
Additionally nurses bridge the gap between the healthcare system and patient’s support systems,
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especially during palliative care when patient vulnerability is significant. There are many gaps in
the literature related to the effectiveness of educational interventions in long-term care. This
study contributed to the growing body of knowledge related to the effectiveness of educational
interventions to improve nurses’ knowledge and self-efficacy related to palliative care.
The Role
Nurses play a significant role in palliative care as the only 24-hour caregivers in the
health care system (Ferrell et al., 1999). In long-term care, most of these nurses are licensed
practical nurses (LPNs) who provide the majority of bedside care (Wittenberg et al., 2012). The
care they deliver reflects the values and beliefs of the palliative approach, principles and
practices that equates to good nursing practice (Becker, 2009a). The therapeutic relationship that
nurses develop with patients and their families help nurses plan a patient’s future care, give
psychological support, and coordinate care with other members of the healthcare team – this is
the core of palliative nursing (Becker, 2009a)
In long-term care settings, nurses have a unique opportunity to develop longstanding
relationships with patients and families. Knowing these patients and families so well, provides
the nurse with a good understanding of the patient’s preferences for care and leaves the nurse
acutely aware of even the slightest clinical change in the patient (Brazil et al., 2012). Nurses in
long-term care are a critical link for the communication of patients’ and families’ needs and
concerns to other members of the health care team (Brajtman et al., 2009).
Advocacy
Nurses intrinsically advocate for the best care for their patients by using evidence-based
science, interpersonal skills, and the therapeutic use of self – these are the foundation for
palliative care nursing (Becker, 2009b). Nurses in long-term care recognize the vulnerability of
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their patients, suffering from manifestations of the chronic illness (Becker, 2009b). Nurses also
recognize that good palliative nursing care has a positive impact on patients’ quality of life
(Becker, 2009c).
As patient advocates, nurses are more likely than any other healthcare professional to be
present when someone dies (Becker, 2009c). They are also the ones who identify patients’ needs
and institute comfort measures (Becker, 2009b) and bear the burden of care, having a pivotal
impact on treatment regimens (Becker, 2009c). During palliative nursing care patients and
families look to nurses for support, information, and continuity of care (Becker, 2009a). Without
nurses to advocate for patients who receive palliative care, a patient’s quality of life may be
disregarded (Gardner, 2012).
Purpose of Practice Change
The aims of this study were to evaluate the influence of a palliative care education
intervention in increasing knowledge and self-efficacy of nurses practicing in long-term care
settings, and to determine if there was a significant difference in palliative care self-efficacy
between registered nurses (RNs) and licensed practical nurses (LPNs). This study is important
considering LPNs provide the majority of bedside care to patients in long-term care including
those receiving palliative care. A palliative care educational program, based on the End-of-Life
Nursing Education Consortium (ELNEC) Geriatric Curriculum, specifically designed for nurses
working in long-term care and skilled nursing facilities, was provided. Each nurse completed a
palliative care knowledge quiz and a Palliative Care Self-Efficacy Scale before and after the
education intervention to determine, as suggested by Ross, McDonald, and McGuinness (1996)
and Phillips et al. (2011), whether or not education interventions are effective at increasing
knowledge and self-efficacy. Palliative care aims to reduce suffering and provide the best
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quality of life for those who may not qualify for hospice, but suffer manifestations of chronic
illnesses. Education of nurses is the first step to meeting the needs of this vulnerable population.
Measuring their knowledge and self-efficacy is an effective way to evaluate their learning and
ultimately impact patient outcomes.
The first aim educated nurses practicing in long-term care facilities about palliative care
and then determined if nurses’ knowledge and self-efficacy increased. Nurses attended four
forty-five minute sessions about palliative care. The content for these sessions was derived from
the End of Life Nursing Education Consortium (ELNEC) Geriatric Curriculum (COH & AACN,
2014), a nine module curriculum that includes the following topics: principles of palliative care,
pain assessment and management, non-pain symptoms, goals of care and ethical considerations,
cultural and spiritual considerations, communication; loss, grief, and bereavement, ensuring
quality end of life care, and preparation and care at time of death. The planned educational
program used four of the ELNEC components, specifically selected to meet the individual needs
of the nurses at the intervention site. These four components included principles of palliative
care, pain assessment and management, non-pain symptoms, and communication. The
intervention was delivered over a period of seven weeks, which allowed nurses the opportunity
to reflect upon their palliative care practice as suggested by Adriaansen et al. (2005) and Curry et
al. (2009).
A secondary aim of this study was to determine if there was a significant difference
among RNs and LPNs in their palliative care self-efficacy. LPNs provide the majority of
bedside care in long-term care; however, RNs generally have more education. One could
hypothesize that since LPNs spend more time on direct patient care, develop relationships with
patients and their families, and become their advocates, then they have greater self-efficacy than
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supervising RNs. Conversely one could hypothesize that because RNs have more education and
greater responsibilities, then they may exhibit greater self-efficacy.
Theoretical Framework
The Theory of Self-Efficacy provided the theoretical underpinning for this study. This
theory was derived from Bandura’s social cognitive theory in the late 1970s (Resnick, 2003).
Self-efficacy is a dynamic construct, affected by judgment of perceived capability to perform a
specific task that changes over time as new information and experiences are acquired. Bandura
(1997) asserted there are four sources of information that provide the basis for self-efficacy.
These sources include enactive attainment, vicarious experience, verbal persuasion, and
physiological feedback.
Enactive attainment is thought to be the most influential source of efficacy information
(Resnick, 2003). Enactive attainment is the process of increasing the strength of self-efficacy
through the expectation of a successful performance of a particular activity. When a person has
repeated successful performances, this perpetuates the belief that the person will continue to have
successful performances. This process of enactive attainment gives stability to self-efficacy,
preventing occasional errors in performance from impacting self-efficacy or performance
behaviors (Resnick, 2003).
Vicarious experience is a second source of self-efficacy. It is the observation and
witnessing of others successfully performing a particular activity (Resnick, 2003). The greater
the exposure a person has to a particular behavior, the greater the impact of the vicarious
experience. The opposite is also true: with no or little experience, then vicarious experience is
less affected. This translates to its impact on self-efficacy (Resnick, 2003).
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Verbal persuasion is a third source of self-efficacy. It involves telling a person that he or
she has the capability to perform and master a particular behavior (Resnick, 2003). This
influence is well known to guide those with a high sense of self-efficacy to intensify their efforts
at a particular behavior. Furthermore the greatest impact of this source of self-efficacy is outside
the setting in which it is initiated (Resnick, 2003).
Physiological feedback is the fourth source of self-efficacy. The physiological response
that a person feels when anticipating or performing a particular behavior will impact the actual
execution of the behavior (Resnick, 2003). This varies from avoidance to decreased selfefficacy. Likewise recognition of this sensation coupled with coping mechanisms will allow the
person to successfully perform the desired behavior (Resnick, 2003).
These four sources collectively impact self-efficacy. An important aspect of self-efficacy
is that perception of a person’s belief of his or her own capabilities to organize and carry out a
course of action determines his or her performance (Resnick, 2003). Bandura (1977) explained
efficacy expectation as the “conviction that one can successfully execute the behavior required to
produce the outcomes” (p. 193). The stronger the perceived self-efficacy by the individual, the
greater his or her efforts will be to perform a desired task (Bandura, 1977). Therefore, selfefficacy is an appropriate measure of an education intervention in palliative care (Bandura, 2006;
Phillips et al., 2011).
During this study, it was anticipated that nurses who attended all four educational
sessions would experience these four sources of self-efficacy to some degree. Between
education sessions, nurses might have the opportunity to practice a particular skill and doing so
with repeated success will contribute to enactive attainment. When colleagues witness this
performance in action, this contributes to the vicarious experience of others. Another example of
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vicarious experience is when nurses share their experiences with each other during the education
sessions. Verbal persuasion occurs in two ways: the trainer provides encouragement of the
participants in providing palliative care and as nurses share and respond to one another during
the education sessions and potentially in practice. Physiological feedback is addressed by the
trainer when validating those nurses willing to share their responses. These four sources
contributed to the self-efficacy of the nurses who participated.
The education sessions focused on principles of palliative care, pain assessment and
management, other symptom identification and management, as well as communication. By
increasing their palliative care knowledge in these specific areas, the nurse has an opportunity
apply their learning to practice, reflect on their experience, collaborate with others, and
encourage one another.
Study Questions
The research questions in this study were:
1.

What is the influence of a palliative care education intervention in increasing
knowledge and self-efficacy of nurses practicing in long-term care?

2.

Is there a significant difference in palliative care self-efficacy between RNs
and LPNs practicing in long-term care?
Definition of Key Terms and Variables

Variables of Interest
One independent variable in this study was palliative care education. The conceptual
definition of palliative care education was “a curriculum that addresses the unique needs of
geriatric nurses who work in long-term care and skilled nursing facilities” (COH & AACN,
2014).
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Operational definition: For the purpose of this study, palliative care education was
measured by participation in four forty-five minute education sessions.
A second independent variable in this study was nursing licensure. The conceptual
definition of nursing licensure was the permission granted by the state where the nurse practices,
based on predetermined educational requirements and examination, to perform according to the
Nurse Practice Act of that state (NCSBN, 2011).
Operational definition: For the purpose of this study, nursing licensure was measured as
either RN or LPN, and indicated on the demographic form.
One dependent variable in the study was palliative care knowledge. The conceptual
definition was, “information, understanding, or skill that you get from experience or education”
(“Knowledge,” 2014) about “an approach that improves the quality of life of patients and their
families facing the problem associated with life-threatening illness, through the prevention and
relief of suffering by means of early identification and impeccable assessment and treatment of
pain and other problems, physical, psychosocial and spiritual” (WHO, 2004, p.14).
Operational definition: For the purpose of this study, palliative care knowledge was
measured using the Palliative Care Quiz for Nursing (PCQN), a 20-item true, false and “I don't
know” test of knowledge that is easily administered and has utility for assessing knowledge,
stimulating discussion and identifying misconceptions about palliative care nursing (Ross et al.,
1996).
A second dependent variable in this study was palliative care self-efficacy. The
conceptual definition of palliative care self-efficacy was “a cognitive construct that refers to
nurses’ judgment of their capabilities to provide quality care to patients and family experiencing
a life-limiting illness or at end of life” (Desbiens & Fillion, 2011).
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Operational definition: For the purpose of this study, self-efficacy was measured using
the Palliative Care Self-Efficacy Scale (PCSES), a 12-item scale which focuses on perceived
capabilities to manage common aspect of end-of-life care using a structured closed-ended
question format (Phillips et al., 2011).
Summary
With a growing aging population, the need for palliative care cannot be
overstated. Palliative care aimed at reducing suffering and promoting quality of life will meet
the needs for those with incurable, chronic illnesses. This process begins with educating nurses,
the bedside care providers. Measuring palliative care knowledge and self-efficacy using the
PCQN and PCSES were effective methods for evaluation of education sessions.
In summary, the primary aim of this study was to evaluate the influence of a palliative
care education intervention in increasing knowledge and self-efficacy of nurses practicing in
long-term care. Additionally the study examined whether differences exist in self-efficacy
between nurses who hold LPN and RN licenses.
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Chapter 2: Integrated Review of the Literature
Introduction
The primary aim of this study was to evaluate the influence of a palliative care education
intervention in increasing knowledge and self-efficacy of nurses practicing in long-term care. A
second aim of this study was to determine if there was a significant difference in palliative care
self-efficacy between RNs and LPNs practicing in long-term care. Over three million people in
the United States will reside in long-term care settings by 2030, with an estimated 40% of them
dying in long-term care facilities. Nurses need to be educated about palliative care, but it is
important to measure the effectiveness of education. For the purpose of this study, the Palliative
Care Quiz for Nursing (PCQN) and Palliative Care Self-Efficacy Scale (PCSES) were used to
measure knowledge and self-efficacy, two effective measures of an education intervention.
This integrated review of the literature included theoretical and empirical literature
related to the concepts of this study, including the theory of self-efficacy, palliative care
education, palliative care knowledge, self-efficacy, and nursing licensure. Search criteria
included the following key words: palliative care, nursing education, nursing licensure, longterm care, nursing home, knowledge and self-efficacy. This search excluded studies related to
the pediatric population. The search was limited to English language, and research-only articles
published between 2004 and 2015. Databases used were CINHAL Plus with Full Text,
SCOPUS, and PubMed.
Theoretical Literature
Theory of Self-Efficacy
Bandura’s (1997) theory of self-efficacy is widely used in research pertaining to patient
behavior (Resnick, 2003). Few articles, however, use the theory as a framework for research
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concerning nurses’ behavior, performance, or self-efficacy. Four studies met search criteria and
were retrieved for analysis.
These four studies all employed a cross sectional survey design. The sample sizes ranged
from 68 (Agard & Maindal, 2009) to 186 (Hollingsworth & Ford-Gilboe, 2006). The settings for
these studies included a community health center (Jimenez, Contreras, Shellman, Gonzalez,
&Bernal, 2006; Vega, 2007), the intensive care unit (Agard & Maindal, 2009), general hospital
(Jimenez et al., 2006; Vega, 2007), and the Emergency Department (Hollingsworth & FordGilboe, 2006). The clinical conditions for these studies varied greatly and included nurse
interaction with relatives (Agard & Maindal, 2009), culture (Jimenez et al., 2006), abuse of
women (Hollingsworth & Ford-Gilboe, 2006), and working with HIV patients (Vega, 2007).
Findings from these studies that were relevant and significant to the current study
included the belief that increased knowledge will positively affect self-efficacy (Vega, 2007),
that nurses with a higher level of self-efficacy were more likely to persist at mastering a task
until the new behavior is learned (Jimenez et al., 2006), and that outcome expectations of nurses
corresponds with high levels of self-efficacy (Agard & Maindal, 2009; Hollingsworth & FordGilboe, 2006). The theory of self-efficacy provided a sound framework for the current study due
to its demonstrated versatility with nurses in multiple settings and its applicability to a variety of
clinical situations.
Concept of Self-Efficacy
The concept of self-efficacy for clinicians is scarcely documented in the literature. Seven
studies relating self-efficacy to an education intervention were retrieved for analysis. Sample
sizes ranged from 22 (Engin & Cam, 2009) to 172 (Irvine et al., 2012) and four (Ammentorp &
Kofoed, 2010; Doyle, Copeland, Bush, Stein & Thompson, 2011; Engin & Cam, 2009;
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Kronborg, Væth, Olsen, & Harder, 2008) of these studies focused on nurses. The researchers of
two studies (Irvine et al., 2012; Kronborg et al., 2008) employed a randomized controlled design,
whereas the remainder utilized a single group pre-, post-test design. The education interventions
varied in length from two detailed client visits (Irvine et al., 2012), to time designations of a
minimum of 4 hours (Irvine et al., 2012) to 3 days (Kronberg, et al., 2008), and all were inperson training except one (Irvine et al., 2012) was computer-based training.
Self-efficacy was one measure evaluated in relation to an education intervention, on a
variety of topics, including assessment of caring for parents of neonates (Ammentorp &Kofoed,
2010), how to handle difficult communication situations (Doyle et al., 2011), a self-awareness
program for psychiatric nurses (Engin & Cam, 2009), an Internet mental illness training program
(Irvine et al., 2012), and breastfeeding guidance (Kronborg et al., 2008). Across all studies, a
statistically significant increase in self-efficacy was appreciated when measured after the
intervention (Ammentorp &Kofoed, 2010; Doyle et al., 2011; Engin & Cam, 2009), and up to
eight weeks later (Irvine et al., 2012; Kronborg et al., 2008). Ammentorp and Kofoed (2010)
reported a significant (p < 0.01) increase in self-efficacy in their pilot study of twenty nurse
neonatal nurses after a 3-day coaching training. Doyle et al. (2011) reported significantly (p <
0.001) higher self-efficacy scores among the intervention group of sixteen nurses who received a
six-module communication course over seven hours versus the control group of seventeen
nurses. Engin and Cam (2009) reported a significant (p < 0.0001) increase in self-efficacy scores
by the twenty-two psychiatric nurses that participated in a 72-hour education intervention over a
period of twelve weeks. Irvine et al. (2012) reported a significant (p < .001) increase in selfefficacy scores at post-test and at two-week follow up in their randomized control trial of 172
licensed care staff who work in long-term care. Kronberg et al. (2008) reported a significant (p <
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0.01) increase in self-efficacy scores among 52 nurses who participated in an 18-hour
breastfeeding educational intervention. These significant findings further substantiate the belief
that self-efficacy is a good measure of an education intervention for clinicians, including nurses.
Four additional studies were also included for analysis because the researchers examined
the self-efficacy of nurses using surveys. In these studies, the sample sizes ranged from 60
(Nash, 2011) to 206 (Chapin, Froats Jr. & Hudspeth, 2013) with the researchers from the latter
study employing a controlled design. Self-efficacy was correlated to other variables including
listening style profile score (Chapin et al., 2013); work stress, emotional exhaustion,
empowerment, and burnout (Smolen-Hetzel, 2010); years of nursing education and vicarious
experience (Nash, 2011); and, years of experience in addressing patient concerns about potential
pain medication addiction (Goebel et al., 2010).
Findings from these studies were relevant to the current study. Chapin et al (2013) found
that the majority of nurses in their study were people-oriented listeners who had higher levels of
self-efficacy to identify and assist victims of domestic abuse. Smolen-Hetzel (2010) discovered
that nurses with greater self-efficacy were less likely to suffer burnout, emotional exhaustion, or
report higher levels of work stress. Nash (2011) documented a positive correlation between years
of nursing education and vicarious experience in relation to nurses’ self-efficacy to provide
condom use training to women in Belize to reduce their HIV risk. Goebel et al. (2010) found that
nurses with more experience and higher levels of self-efficacy, translated to more engagement in
pain management addiction risk discussions. From these findings, one was able to glean that
nurses with greater self-efficacy were able to cope with work-related stressors and were more
likely to perform a desired clinical behavior. Also vicarious experience contributed positively to
self-efficacy as well as level of education and years of experience.
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Empiric Literature
In this section, empiric literature was evaluated for palliative care education as an
intervention, specifically including ELNEC and PCQN, as well as for nursing licensure.
Intervention: Palliative Care Education
Five relevant studies pertaining to the evaluation of an educational intervention about
palliative care were retrieved for analysis. One of the five studies was a qualitative study that
used a focus group method (Curry et al., 2009). The remaining four studies were all quantitative
studies of pre-test/post-test design, however Adriaansen et al. (2005) was the only controlled
study. Sample sizes of the four quantitative studies ranged from 75 (Adriaansen et al., 2005) to
169 (Ersek et al., 2005). All four quantitative studies included licensed nurses and two included
unlicensed personnel as well (Ersek et al., 2005; Wen et al., 2012). Adriaansen et al., (2005)
were the only researchers to look at differences between RNs and LPNs.
The length of the education intervention also varied greatly, from three hours of training
(Wen et al., 2012) to sixty hours (Curry et al., 2009), during as little as two sessions over two
days (Kim et al., 2011) to the maximum of fifteen sessions over ten months (Curry et al., 2009).
Other interventions were conducted in four sessions over two months (Adriaansen et al., 2005),
four sessions over four months (Eresk, 2005), and six sessions over six months (Wen et al.,
2012). Each session varied from thirty minutes (Wen et al., 2012) to eight hours (Adriaansen et
al., 2005; Ersek et al., 2005; Kim et al., 2011) with the remaining lasting four hours (Curry et al.,
2009). Adriaansen et al. (2005) provided four additional sessions lasting three hours for
reflection of practice, but did not identify a specific duration of time for these sessions.
In the four quantitative studies, researchers confirmed that nurses increased their
palliative care knowledge. Researchers also reported an increase in skills when evaluated by
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participant self-evaluation, supervisor evaluation (Ersek et al., 2005), and a researcher-developed
8-item questionnaire (Wen et al., 2012).
Adriaansen et al. (2005) were the only researchers to evaluate self-efficacy using their
own (Adriaansen & van Achterberg 2004) previously validated self-efficacy instrument for
palliative care (SEP) that has a Cronbach’s alpha of 0.72 for RNs and 0.93 for LPNs. In their
2005 quasi-experimental study of the effect of a palliative care course, 38 RNs and 28 LPNs
completed both pre and post-test measurements of self-efficacy. An important finding of their
research, however, was that the SEP was not an effective instrument for showing differences
between RNs and LPNs because both groups cared for palliative care patients and this was not
statistically significant (p > 0.20) (Adriaansen et al., 2005).
There were many conclusions that can be drawn from these studies. One is that neither
the length nor duration of the education sessions impacted outcomes. Nurses reported an
increase in knowledge after attending just one 30-miunte session. A second conclusion is that
knowledge by itself did not translate into behavior change – behavior change or a predictor of
behavior change can be measured by self-efficacy. Third the SEP was not an effective
instrument for demonstrating a difference between RNs and LPNs. Last none of these studies
were controlled to confirm the actual benefits of the education interventions, thus adding a
control group would strengthen the results of this study.
PCQN. The Palliative Care Quiz for Nursing (PCQN) has been widely used in research
since its inception in 1996, but few studies were performed in a long-term care or similar settings
or included both RNs and LPNs. Four studies relevant to the current study were retrieved for
analysis. Adriaansen, van Achterberg, and Borm (2005) were the only authors to use a quasiexperimental design with a control group, while Ronaldson, Hayes, Carey, and Aggar (2008) and
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Brazil, Brink, Kaasalainen, Kelly, and McAiney, (2012) employed a cross-sectional design and
Pitman (2013) used a one-group pre- and post-test design. Total sample sizes ranged from 33
(Pitman, 2013) to 97 (Ronaldson et al., 2008), but sample sizes of just nurses ranged from 4
(Pitman, 2013) to 69 (Brazil et al., 2012), as Ronaldson et al. (2008) included 61 unlicensed
assistants in nursing and Pitman (2013) included 28 patient care assistants.
Adriaansen et al. (2005) evaluated the effects of an education intervention on palliative
care knowledge and self-efficacy using a self-efficacy instrument for palliative care (SEP)
developed by the authors and a comprehensive variant of the Palliative Care Quiz for Nursing
(C-PCQN). The comprehensive variant of the PCQN is a modified version of the PCQN
originally developed by Ross et al. (1996). They found that in the intervention group, the RNs,
showed greater improvement on the SEP, but the LPNs tended to show greater improvement on
the C-PCQN even though the difference between the first and second measurements was not
statistically significant (p > 0.20) (Adriaansen et al., 2005).
Mean percentages correct scores on the PCQN were explicitly reported by the authors in
two studies. Ronaldson et al. (2008) reported a mean PCQN score of 58.50%. Similarly Brazil
et al. (2012) reported mean PCQN scores by each of four facilities: 62.96%, 61.67%, 63.41%,
52.50% with no significant difference found between the facilities (F=1.168, df=3, P=0.329).
These scores paralleled the results of the PCQN validation study by Ross et al. (1996) where the
authors calculated mean percentages correct scores of practical nurses (60%), post-RN students
(65%), and RNs (75%).
In addition to measuring nurses' knowledge of palliative care, Ross et al. (1996)
developed the PCQN with the intent to also identify most frequently held misconceptions about
palliative care. Ronaldson et al. (2008) and Brazil et al. (2012) reported the greatest
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misconception in both their studies was Item 12: The philosophy of PC is compatible with that of
aggressive treatment, meaning this was the statement most often answered incorrectly. Ross et
al. (1996) reported the greatest misconception as Item 14: In high doses, codeine causes more
nausea and vomiting than morphine among practical nurses, post-RN students, and RNs,
however they found no statistically significant concordance among the groups. Ross et al.
(1996) stressed the importance of identifying misconceptions within a group and targeting
education towards that misconception, even if not statistically significant, as it demonstrates a
meaningful difference.
ELNEC. The education intervention for the current study was based on the End-of-Life
Nursing Education Curriculum (COH & AACN, 2014). This curriculum was developed by
nationally recognized palliative care experts and is based on core areas outlined in the American
Association of Colleges of Nursing 1998 publication Peaceful Death: Recommended
Competencies and Curricular Guidelines for End-of-Life Nursing Care. These competencies are
in accordance with the International Council of Nurses’ 1997 mandate “that nurses have a unique
and primary responsibility for ensuring that individuals at the end of life experience a peaceful
death” (American Association of Colleges of Nursing, 1998, para. 1). The curriculum is revised
on a regular basis with recent revisions reflecting the following landmark documents: the 2013
National Consensus Project’s (NCP) Clinical Practice Guidelines for Quality Palliative Care,
and the 2013 Institute of Medicine (IOM) Report entitled Delivering High Quality Cancer Care:
Charting a New Course for System in Crisis (AACN, 2014).
Four studies that used the ELNEC curriculum in its entirety were retrieved for analysis.
Sample sizes ranged from 38 (Whitehead, 2010) to 239 (Kelley & Mazanec, 2013). Study
designs included quasi-experimental (Whitehead, 2010), a survey (Malloy, Virani, Kelly &
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Munevar, 2010), a one-group pretest and posttest (Kim et al., 2011), and a qualitative design
(Kelley & Mazanec, 2013). The researchers from these four studies evaluated ELNEC’s impact
on different factors including the nurses’ death anxiety, concerns about dying, and knowledge of
the dying process (Whitehead, 2010); nurses’ identification of difficult areas of palliative care
conversations (Malloy et al., 2010); nurses’ knowledge of hospice and palliative care (Kim et al.,
2011); and aspects of end-of-life care that are done well, opportunities for end-of-life care
improvement, and what would you change about end-of-life care (Kelley & Mazanec, 2013).
Results from these studies revealed decreased death anxiety and concerns about dying in
the treatment group (p = 0.01) (Whitehead, 2010); the areas of difficult communications include
talking to patients after they had received bad news, talking with patients and families from
different cultures, and talking about religious/spiritual issues (Malloy et al., 2010); increased
knowledge, particularly among nurses that were not hospice and palliative care certified (p =
0.055) (Kim et al., 2011); and opportunities for improvement in palliative care with
communication and staff education, but that access, comfort, and support are well done, and with
the prevailing desire to initiate palliative care earlier in the process (Kelley & Mazanec, 2013).
Five studies utilizing components of the ELNEC curriculum, but not its entirety, were
retrieved for analysis, as this was reflective of the current study. Samples sizes ranged from 20
(Robinson, 2012) to 112 (Lange, Mager, Greiner, & Saracino, 2011), none were controlled
studies, but two were pre-test post-test design (Ersek et al., 2010; Mahler, 2010). Findings from
these studies included reflection and experiential learning as essential for clinical practice
effectiveness (Robinson, 2012); practicing assessment and communication skills were important
in palliative care (Shawler, 2011); educating nurses aided them to address the needs of older
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adults near the end-of-life (Lange et al., 2011); and training nurses to assess pain and distressing
symptoms improved their performance (Mahler, 2010).
Collectively the researchers in these ten studies demonstrate the use of ELNEC either
partially or completely with a wide range of sample sizes, in multiple methods of study designs,
varying outcome measurements, and an array of results; however, none of the researchers in
these studies employed the ELNEC Geriatric curriculum specifically and none measured selfefficacy. The current study also covered assessment and management of pain and other
distressing symptoms as recommended by Mahler (2010); communication skills as
recommended by Malloy et al. (2010), Kelley and Mazanec (2013), and Shawler (2011);
provided staff education about palliative care as recommended by Kim et al. (2011) and Kelley
and Mazanec (2013); in addition to allowing integration of content into practice, as
recommended by Lange et al. (2011) and Robinson (2012), by having multiple education
sessions over a period of weeks that permits reflecting on practice. Similar to that of Whitehead
(2010), the current study used a quasi-experimental study design.
Nursing Licensure
The two main components determining nursing licensure are education level and scope of
practice. Educational level of nurses is sparsely examined in the literature. Malmedal,
Ingebrigtsen, and Saveman (2009) investigated the educational level of 616 nurses, among other
factors, affecting the likelihood of reporting inadequate care in nursing homes and found that as
educational level increased so did reports of observed and committed acts of inadequate care.
Al‑Hussami (2009) also investigated multiple factors, including the educational level of 60
nursing home nurses, to determine their influence on organizational commitment and discovered
that higher educational level corresponded with a higher level of commitment. Similarly,
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Nakahira, Moyle, Creedy, and Hitomi (2009) investigated the attitudes of 675 aged care staff of
dementia patients with aggression and found staff that were older, had more clinical experience,
and a higher level of education in these workers indicated more positive attitudes towards these
patients. A fourth study by Dilles, Stichele, Van Rompaey, Van Bortel, and Elseviers (2010)
investigated educational level as the only independent variable on the pharmacotherapeutic
practices of 1,412 nurses across three settings, including the nursing home. In this crosssectional correlation survey, nurses who held Bachelor’s degrees were more likely to have
identified an adverse drug reaction. Interestingly Dilles et al. (2010) also reported that nursing
home nurses were generally less educated and less involved in continuing education activities.
Despite the fact that the topics of these four studies were not directly related to the
current study, these studies were conducted in the setting of interest and with the target
population of interest and contributed supportive information to the current study. Although
Dilles et al. (2010) reported that nurses working in long-term care were generally less educated
than other clinical settings, it was also recognized that education level alone does not influence
reporting activity, organizational commitment, or attitudes (Al‑Hussami, 2009; Malmedal et al.,
2009; Nakahira et al., 2009).
The second component of nursing licensure is scope of practice. LPN scope of practice
variability by state nurse practice act was described by Corazzini et al. (2011) in their
observational, cross-sectional, mixed-methods designed study. They found that greater
permissiveness in LPN delegation and supervision resulted in poorer performance across eight
Centers for Medicare and Medicaid Services (CMS) quality measures, whereas greater
restrictiveness had the opposite effect. In a related study Mueller, Anderson, McConnell,
Corazzini (2012) found that the majority of 142 LPNs surveyed in their cross-sectional,
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observational, descriptive survey study operated outside their scope of practice primarily due to
the unavailability of RNs to help with direct care. Some of these same researchers (Corazzini et
al., 2013) went a step further in a qualitative study to describe practice behaviors related to
assessment, care planning, delegation, and supervision and found three factors affecting
behavior, namely the quality of connections between RNs and LPNs, the degree of
interchangeability between RNs and LPNs, and RN-to-LPN staffing ratios. They concluded that
failure to differentiate RNs from LPNs and optimize RN-LPN collaboration results in LPNs
practicing beyond their scope.
Nursing licensure also affected staff mix in long-term care. In 2009, Park and Stearns
investigated the impact of state minimum staffing standards on the level of staffing and quality
of nursing home care and found sixteen states that increased their staffing above the federal
minimum resulted in the reduction of restraint use and the number of total deficiencies. Kim,
Harrington, and Greene (2009) similarly discovered a higher RN to LPN ratio translated into a
decrease of total and serious deficiencies. However Bowblis (2011) concluded that minimum
direct care staffing requirements has both positive and negative effects on care practices, but
were generally associated with improved resident outcomes. Castle and Anderson (2011) then
performed a large, longitudinal study to confirm their hypothesis that improving staffing
characteristics, specifically RN to LPN ratio, improved overall quality of care. Harrington et al.
(2012) further substantiated this notion in their international study of six countries including the
United States, noting that staffing standards results in higher quality nursing home care.
In specific relation to self-efficacy, nursing licensure was rarely a correlated factor for
analysis. Adriaansen et al. (2005) reported improved self-efficacy scores, greater for RNs than
for LPNs, in their quasi-experimental designed study analyzing the effects of a palliative care
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education course, but these findings were not statistically significant (p > 0.20). Smolen-Hetzel
(2010) evaluated three emotional labor strategies, including geriatric caregiving self-efficacy for
RNs, LPNs, and human service care workers (HSCW) in a cross sectional study of work stress
and emotional exhaustion, but did not find job type (RN, LPN, HSCW) to be a statistically
significant and therefore did not include it in regression analysis. However, Sheffer, Barone, and
Anders (2011) reported a statistically significant pre-post difference (p < 0.01) in self-efficacy in
their study on the effect of a brief tobacco use and dependence education intervention for
Advanced Practice Nurses (APNs), RNs, and LPNs. These three studies demonstrated the lack
of evidence to support or refute a connection between self-efficacy and licensure status. The
current study contributed to this scant body of literature.
Summary
This integrated literature review covered the theoretical and empirical evidence to date
about the theory of self-efficacy, the concept of self-efficacy, palliative care education as an
intervention, the Palliative Care Quiz for Nursing, and nursing licensure. There were several
important findings from this review. First the theory of self-efficacy is a sound, versatile theory
that served as the theoretical framework for the current study. Second palliative care education
as an intervention increases nurses knowledge, but the best predictor of behavior change is selfefficacy. Third ELNEC is a well-established, evidence-based curriculum used as the basis for the
education intervention. Fourth nursing licensure is an important factor for analysis as it
encompasses educational level, scope of practice, and contributes to staff mix, an element that
impacts quality of care. And last, controlled studies provide stronger evidence of scientific
merit.
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As a result of this literature review, the current study contributed to the existing body of
literature, largely based on its design, content, and delivery. There were a few studies about
nurses that employed the theory of self-efficacy as the framework, and none that utilized a
controlled design. There were a small number of studies that focused on the concept of selfefficacy as a measure of an educational intervention, of which only two employed a controlled
design. More specifically about palliative care education, there were no studies in the literature
that utilized a controlled design, further demonstrating a need for the current study in this area.
One study used a quasi-experimental design for the evaluation of the entire ELNEC curriculum,
but when only components of the curriculum were incorporated, none used a controlled design.
This literature review also demonstrated that none of the studies incorporated the four
specific components of the ELNEC Geriatric curriculum that were selected for the current study.
The delivery of the current study was also unique, as no studies delivered the content every other
week, over a seven-week period. Another unique characteristic of the current study were the
selected measurements of palliative care knowledge (PCQN) and palliative care self-efficacy
(PCSES). One study measured both these concepts, but did not employ these specific
instruments. The current study provided evidence to a growing area of research about the
influence of a palliative care education intervention, specifically in increasing knowledge and
self-efficacy of nurses practicing in long-term care.
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Chapter 3: Methods
Introduction
The purposes of this study were to: (1) to evaluate the influence of a palliative care
education intervention in increasing knowledge and self-efficacy of nurses practicing in longterm care settings, and (2) to determine if there was a significant difference between registered
nurses (RNs) and licensed practical nurses (LPNs) in palliative care self-efficacy. This chapter
presented a detailed outline of the methods and procedures used in the study. The research
design, sample and setting, institutional approval, data collection procedure, instrumentation,
data analysis, and methods to ensure rigor were addressed. The following research questions
guided this study:
1. What is the influence of a palliative care education intervention in increasing knowledge
and self-efficacy of nurses practicing in long-term care?
2. Is there a significant difference in palliative care self-efficacy between RNs and LPNs
practicing in long-term care?
Design
This study used a pre-test post-test quasi-experimental design to evaluate the effects of
the palliative care education intervention. The decision to stratify the study groups between two
long-term care facilities reflects a strategy to decrease threats to internal validity that might arise
by cross-group information sharing among nurses within a single location. (Polit & Beck, 2008).
Specific Aims and Major Hypotheses
1. Determine the influence of a palliative care education intervention in increasing the
knowledge and self-efficacy of nurses practicing in long-term care
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Hypothesis 1a. Nurses participating in the palliative care education program will
demonstrate a higher level of knowledge related to palliative care compared to control
group participants.
Hypothesis 1b. Nurses participating in the palliative care education program will report a
higher level of self-efficacy related to palliative care compared to control group
participants.
2. Determine whether there is a significant difference between palliative care self-efficacy
among RNs and LPNs practicing in long-term care
Hypothesis 2a. RN’s will score higher than LPN’s on the pre-test self-efficacy scale.
Setting
The settings for this study included two large long-term care facilities in the northeastern
region of the United States. The intervention facility was a 345-bed for-profit facility, located in
an urban area, serving a primarily older population (age > 65), and employing approximately 80
nurses (RNs and LPNs). The control facility was a 360-bed for-profit facility, located in an
urban area, serving a primarily older population (age > 65), and employing approximately 80
nurses (RNs and LPNs).
Recruitment
Volunteer participants were recruited from two long-term care facilities. One facility
served as the intervention site and the other as the control. Following informed consent, baseline
data was collected about all study participants, including demographic information, such as age,
gender, race, level of education, and palliative care experience. Pre-test self-efficacy scores were
also obtained prior to the intervention. The education intervention occurred over a seven-week
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period at the intervention facility only. At the completion of the intervention, palliative care selfefficacy scores were obtained again at both intervention and control facilities.
Nurses from both facilities were recruited by two methods. The first method was through
a flyer (Appendix C) distributed with pay stubs for nurses at two points, four weeks and two
weeks prior to the start of the education intervention. The flyers were also posted on the nursing
units and in the break rooms of the facilities. Nurses signed up with the education department to
attend an information session that included lunch.
Sample
The target population was nurses, RNs and LPNs, practicing in long-term care. No
specific age, race, ethnicity, level of experience or palliative care knowledge was targeted.
Every effort was made to recruit an ethnically diverse sample of both genders. Based on a power
analysis, a convenience sample of 80 nurses (40 nurses in the intervention group and 40 nurses in
the control group) was needed to test the effectiveness of the intervention. The sample size for
this study was 61 nurses at the participating long-term care facilities.
The primary dependent variable in this study was the PCQN instrument at the initial and
7-week post-intervention time points. The summary estimates for the standard deviation of the
PCQN (±13.5) and for the pre-training/post-training correlation coefficient (+0.35) permitted
calculation of the standard deviation for changes in PCQN scores across the training period.
Based on an established formula, the standard deviation of changes in PCQN scores was found to
be ±15.4. This standard deviation represented the typical variation from person-to-person in the
change in PCQN score that occurs with training. Additionally, it provided a basis for conducting
a power analysis for the planned study. If the PCQN has a comparable standard deviation when
employed in the proposed study, the sample size objective of 80 participants supported an
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estimation of differences in the mean PCQN score between the intervention and control
conditions at either the post-intervention time point with standard errors that were no more than
±2.0 in magnitude that was detectable with 80% power (assuming 2-sided testing and a 5%
significance level).
Sample Access
At the intervention facility, the Medical Director, Administrator, and Director of Nursing
granted permission to the researcher for recruitment of participants, data collection, and
implementation of the intervention (Appendix G), and offered cooperation and support for this
study. Likewise, the Vice President of Clinical Services, Administrator, and Director of Nursing
at the control facility granted permission to the researcher for recruitment of participants and data
collection, attention control condition (Appendix H), and offered their support and cooperation
for this study.
Inclusion and Exclusion Criteria
Participants included in this study were: (1) RNs and LPNs employed at the control or
intervention facility, (2) practicing including full-time, part-time, or per diem, (3) nurses who
provide direct patient care and (4) those willing to attend all 4 education sessions. Participants
excluded from this study were those that were unable to read and write in English, were unable
to attend all four education sessions, or worked at both facilities.
Protection of Human Subjects
Written permission from both the intervention and control site, where an IRB does not
exist, was also obtained. In addition, IRB approval was also obtained from the University of
Connecticut prior to recruitment of participants.
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Several steps were taken in an effort to protect the participants of this study. First a
risk/benefit assessment was performed to determine if the risks of participation was reasonable
and acceptable given the benefits (Polit & Beck, 2008). The potential benefits to participants of
this study included increasing knowledge of palliative care and having a positive effect on the
self-efficacy of nurses. Potential risks for study participants included overwhelming the nurses
with too much information or increasing their stress level. This study involved minimal risk,
meaning that the risks anticipated were no greater than those ordinarily encountered in everyday
life or during routine physical or psychological tests or during procedures (Polit & Beck, 2008).
Once potential participants signed up with the education department indicating their
interest in participating in the study, the student researcher reviewed the study protocol and
obtained informed consent from each potential participant, answered any questions participants
may have, and invited eligible nurses to participate. Potential participants were given all the
time they need to decide if they would like to take part in the study. Participants were informed
that they may withdraw from the study at any time, for any reason, and without consequences.
Participants were also assured that the scores on the instruments were not reported on an
individual basis and will not affect their employer-based performance evaluations. Participants
were informed that this study was part of a Doctor of Nursing Practice (DNP) academic
requirement. Informed consent was obtained with written and oral communication to ensure
participant comprehension and documented using a consent form. See Appendix A for Informed
Consent Form for the intervention group and Appendix B for Informed Consent Form for the
control group.
Participants were also assured of strict confidentiality. Demographic data and instrument
responses were coded by each participant with his/her month of birth, mother’s maiden name,
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and town of birth. Participants were instructed not to write their name on any documents during
the information or education sessions. The investigator then obtained informed consent from
those nurses interested in participating in the study. The researcher and all participants retained a
copy of the signed consent.
A debriefing session for all study participants took place at the end of this study to allow
participants to ask questions and voice concerns. A copy of study findings was provided to both
long-term care facilities.
Procedure
Recruitment
Upon approval of both IRBs, the study began. Participants were recruited for the study
using two methods. An information flyer was posted on each unit and in the break rooms of both
the control and intervention facilities. Also flyers were distributed through payroll distribution.
Participants attended one of six information sessions offered over a two-day period. At the
information sessions, participants were given the opportunity to ask questions and enroll in the
study.
Palliative Care Education Intervention
The intervention consisted of four 45-minute education sessions as requested by the
intervention facility. Session content was based on the End-of-Life Nursing Education
Consortium (ELNEC) Geriatric Curriculum for which the researcher is a designated ELNEC
Trainer. “The End-of-Life Nursing Education Consortium Project is a national end-of-life
educational program administered by City of Hope (COH) and the American Association of
Colleges of Nursing (AACN) designed to enhance palliative care in nursing” (City of Hope
(COH) & American Association of Colleges of Nursing (AACN), 2014, para. 1). This nine-
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module program is designed to be administered in either a complete 2-day workshop or as
customized smaller education sessions, to meet the needs of the learners or accommodate
different clinical settings. The education sessions were offered twice during all three shifts for
two consecutive days, every other week over a seven-week period or as preferred by the
intervention facility. The sessions were a combination of didactic lecture, interactive
discussions, and role-playing, supplemented by Power Point slides and handouts. Lunch was
provided for participants during the education sessions.
Palliative care education session 1 (Appendix M) was held on week 1 for 45 minutes
during participants’ designated lunch break. The focus of this session was on general principles
of palliative care based on “Module 1: Principles of palliative care” (COH & AACN, 2014). The
objectives of session 1 were to:
1. Understand the goals of palliative care
2. Identify patients that would benefit from palliative care
3. Consider spiritual, cultural, ethical, and supportive components of palliative
care
Palliative care education session 2 (Appendix N) was held on week 3 for 45 minutes
during participants’ designated lunch break. The focus of this session was on pain management
in palliative care based on “Module 2: Pain assessment and management” (COH & AACN,
2014). The objectives of session 2 were to:
1. Determine sources, causes and descriptors of pain
2. Identify methods of pain assessment
3. Recognize methods for treating and evaluating pain, including
pharmacological and non-pharmacological
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Palliative care education session 3 (Appendix O) was held on week 5 for 45 minutes
during participants’ designated lunch break. The focus of this session was on symptom
management in palliative care based on “Module 3: Non-pain symptoms at the end of life” (COH
& AACN, 2014). The objectives of session 3 were to:
1. Identify other common symptoms experienced by patients in palliative care,
such as nausea, vomiting, dyspnea, fatigue, and anxiety
2. Recognize methods for assessing these symptoms
3. Discover approaches for symptom management
Palliative care education session 4 (Appendix P) was held on week 7 for 45 minutes
during the participants’ designated lunch break. The focus of this session was on communication
in palliative care based on “Module 6: Communication” (COH & AACN, 2014). The objectives
of session 4 were to:
1. Summarize communication techniques with patients and families
2. Indicate communication methods with other healthcare providers and the
larger community
3. Understand how to communicate palliative care principles and practices
Attention Control Condition
Using an attention control condition for the control group gave participants a sense of
participation (Polit & Beck, 2008). In this study, participants at the control facility were invited
to attend four sessions in a similar pattern to the intervention group. The four information
sessions were: (1) participants received study information, enrolled in the study, completed the
demographic sheet, and completed pre-test PCQN and PCSES, (2) participants received a
handout about overall assessment of an older adult (Appendix K), (3) participants received a
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handout about independence of activities of daily living (Appendix L), and (4) participants
completed the PCQN and PCSES.
Instruments
Demographics
The demographic form (Appendix D) was completed by each participant after obtaining
informed consent and before the intervention for the purposes of describing the sample and to
determine the level of education and nursing licensure. Data collected included age, gender,
race, ethnicity, palliative care education experience, years of nursing experience, years of longterm care experience, nursing licensure, primary language, and highest education degree.
Palliative Care Quiz for Nursing
The Palliative Care Quiz for Nursing (PCQN) is a validated 20-item true, false, and ‘I
don’t know’ test of knowledge that takes approximately twenty minutes to complete. It is used
to assess knowledge, stimulate discussion, and identify misconceptions about palliative care
nursing (Ross et al., 1996). The test consists of four items about philosophy and principles,
thirteen items about pain and symptom management, and three items about the psychosocial
aspects of care. Ross et al. (1996) reported the item-to-total correlation coefficient was more
than 0.2; internal consistency was 0.78, indicating homogeneity for the quiz; the test-retest
reliability correlation coefficient was 0.56; the item discrimination index was greater than 0.50,
and the item difficulty index was between 0.2 and 0.8 in their 1996 validation study (Autor,
Storey & Ziemba-Davis, 2013). Possible scores on the PCQN range from 0 to 20, as answers are
coded as 1 for a correct answer, and 0 for an incorrect or ‘I don’t know’ responses. A higher
score corresponds with more knowledge. During the validation study of 396 participants, Ross
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et al. (1996) reported scores in mean percentages by respondent type: generic students (46%),
registered practical nurses (60%), post-RN students (65%) and registered nurses (75%).
The PCQN (Appendix F) was completed by intervention group participants after
informed consent was obtained and at the completion of the fourth education session. For the
control group, the PCQN was completed after informed consent and at the fourth information
session.
Palliative Care Self-Efficacy Scale
The Palliative Care Self-Efficacy Scale (PCSES) was validated by Phillips et al. (2011)
who conducted their study on a large sample size of 405 nurses and care assistants working in
long-term care. Their multi-faceted intervention of the creation of link nurse roles, short
palliative care courses, and regular case conferencing, resulted in the validation of the PCSES.
First, the researchers determined Bartlett’s test of Sphericity was significant (p < 0.001), and the
Kaiser-Meyer-Olkin measure of sampling adequacy was 0.914, confirming the use of principal
component or factor analysis. Next, they calculated a cut-off of 0.4 for determining significant
factor loading. Two factors with eigenvalues greater than 1.0 were extracted, accounting for a
total variance of 65.3%. They were ‘perceived capability to answer patient’s end-of-life care
concerns’ and ‘perceived capability to patient’s end-of-life symptoms,’ accounting for 54.6%
and 10.7% of the total variance respectively. They also surmised the subject to item ratio of 10:1
which was used to determine a priori sample size with a minimum of 120 cases required for
principal component analysis. And finally, the authors calculated a Cronbach’s alpha for the
scale and subscales that ranged from 0.87 to 0.90 that demonstrates good reliability.
The PCSES has not been used in other studies to date, likely since it is a relatively newly
validated instrument. It was selected for this study due to its brevity and simplicity. The authors
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also discovered that the PCSES was able to discriminate between differing workforce
educational levels while being sensitive to changes overtime. Given the significant diversity of
nurses and staff practicing in long-term care, the ability of this scale to make this distinction was
quite relevant, as previously developed self-efficacy scales for palliative care have not been
sensitive enough to make this distinction. Finally this scale measures self-efficacy, an important
predictor of behavior change.
The Palliative Care Self-Efficacy Scale (PCSES) (Appendix E) was completed before the
intervention began and after the intervention ended for the intervention group. For the control
group, participants completed the PCSES at the first session and at the conclusion of the fourth
session. The PCSES is a validated 12-item instrument designed to measure participant’s
perceived self-efficacy to handle psychosocial support and symptom management of palliative
care. Each item is closed-ended with the choice of four interval levels of confidence for the
participant to indicate. The four choices are: (1) need further basic instruction, (2) confident to
perform with close supervision/coaching, (3) confident to perform with minimal consultation, or
(4) confident to perform independently. A higher score is interpreted as greater self-efficacy.
Treatment of Data
Planned Data Management Tools
Data was entered and analyzed using the Statistical Package for Social Sciences (SPSS)
21.0.0 for Windows.
Data Management
The researcher kept all study records (including any codes to data) locked in a secure
location inside the researcher’s locked home office. Research records were labeled with a code.
The code was derived from a sequential three-digit number that reflects how many people have
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enrolled in the study. The master key will be destroyed after 3 years. All electronic files (e.g.,
database, spreadsheet, etc.) containing identifiable information was password protected. Any
computer hosting such files also had password protection to prevent access by unauthorized users.
Only the student researcher had access to the passwords. Data that was shared with others was
coded as described above to help protect participants’ identity. At the conclusion of this study, the
researcher may publish the study findings in aggregate form. Information will be presented in
summary format and will not identify individual participants in any publication or presentation. All
data will be destroyed after five years.
Planned Analysis
Descriptive statistics were used to analyze demographic data and describe the sample.
Frequencies and percentages were computed for categorical variables and means and standard
deviations were computed for continuous variables.
Research Question 1: What is the influence of a palliative care education intervention in
increasing knowledge and self-efficacy of nurses practicing in long-term care?
For research question 1, means and stand deviations were calculated for pre-test and posttest scores of both intervention and control groups. Paired t tests were used to analyze the
difference scores (d) of the pre-test and post-test scores within each group, with a p < 0.05
determining significance. Independent sample t tests were then used to compare the means of
the intervention and control groups, with a p < 0.05 to determine significance. The t test is an
appropriate test for this data set because it measures the variance within in each group, the
degree of separation between groups, and is frequently used to evaluate smaller samples (Portney
& Watkins, 2009).
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Research Question 2: Is there a significant difference in palliative care self-efficacy
between RNs and LPNs practicing in long-term care?
For research question 2, mean scores and standard deviations were calculated for RNs
and LPNs within each group. Independent sample t tests were used to compare pre-test means of
RNs and LPNs. Analysis of covariance was used to determine if there were differences in the
self-efficacy mean scores between RNs and LPNs after controlling for site, age, and years of
practice. A p < 0.05 was considered statistically significant.
Summary
In this chapter, study design, methodology and analysis were discussed in detail to
provide the reader with a clear understanding of the study. This two-group quasi-experimental
pre-test post-test designed study consisted of intervention and control groups with 61 nurses
selected from two long-term care facilities. Both groups had knowledge and self-efficacy scores
measured at two points: prior to the intervention and at approximately seven weeks later. The
intervention group received customized palliative care education, consisting of four 45-minute
sessions. The control group received an attention control condition. Descriptive and inferential
statistics were used to analyze data.
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Chapter 4: Results
Introduction
This chapter presents the findings of this quasi-experimental study designed to evaluate
the influence of an educational intervention on long-term care nurses’ knowledge and selfefficacy related to palliative care. The primary aim of this pre-test post-test study was to
determine the influence of a palliative care education intervention on increasing knowledge and
self-efficacy of nurses practicing in long-term care compared to their control group counterparts.
A secondary aim was to determine if there was a significant difference in palliative care selfefficacy between RNs and LPNs practicing in long-term care. A demographic profile of the
study participants will be presented. Results associated with the two research questions are
described. Research question 1 was evaluated using paired t tests to determine group differences
in knowledge and self-efficacy related to palliative care between intervention and control group
participants. Research question 2 was assessed using analysis of covariance (ANCOVA) to
determine if there are differences in the self-efficacy mean scores between RNs and LPNs after
controlling for site, age, and years of nursing experience.
Data Collection
Data collection occurred over a four-month period from October 2014 to January 2015.
The setting for the study was two long-term care facilities in Connecticut. Each facility employs
approximately 80 nurses. At the intervention site, face-to-face contact was made with 65 nurses
and 40 nurses agreed to participate. The most common reasons for not participating included
being too busy and not interested. After informed consent was obtained, participants completed
a demographic questionnaire, the Palliative Care Self-Efficacy Scale, and the Palliative Care
Quiz for Nursing. At the control site, face-to-face contact was made with 60 nurses and 34
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nurses agreed to participate. Similar reasons for not participating were given. Consistent with
the intervention group protocol, participants at the control site completed informed consent, the
demographic questionnaire, the Palliative Care Self-Efficacy Scale, and the Palliative Care Quiz
for Nursing.
The intervention consisted of four palliative care education sessions, delivered every
other week over a seven-week period. The control group received an attention-control condition
that consisted of handouts related to geriatric care, every other week over a seven-week period.
At the last session for each group, participants completed the post-test Palliative Care SelfEfficacy Scale (PCSES) and the Palliative Care Quiz for Nursing (PCQN). Figure 1 displays the
flow of participants in the study.

Enrollment

Assessed for eligibility
(n = 125)
	
  
Excluded (n = 51)
• Refused to participate (n = 51)

Analysis

Follow Up

Allocation

Enrolled and Assigned to Group Based
on Facility Employment
(n = 74)

Allocated to Intervention (n = 40)
• Received no intervention (n = 2)
• Received partial intervention (n = 5)
• Received full intervention (n = 33)

Lost to Follow Up (n = 7)
• 1 was fired
• 2 went on medical leave
• 1 changed employment status
• 1 withdrew from study
• 2 refused to complete post-test

Analyzed (n = 33)

Figure 1. Study Participant Recruitment and Flow Chart

Allocated to Attention-Control (n = 34)
• Received partial control condition (n = 6)
• Received full control condition (n = 28)

Lost to Follow Up (n = 6)
• 1 quit
• 1 was fired
• 2 withdrew from study
• 2 refused to complete post-test

Analyzed (n = 28)
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Description of Sample
Seventy-four nurses were recruited into the study and 61 completed the study (33 in the
intervention group and 28 in the attention-control group). A demographic profile of study
participants is presented in Table 1. The typical participant in the intervention group was a
female (85%) between the ages of 45-54 (28%) or 35-44 (28%). Most were White (42%), and
reported an Associates Degree (42%) as their highest level of education. The majority were RNs
(61%) with 20 or more years of nursing experience (30%). Almost all of the nurses identified
previous training in palliative care; the most common sources of education were on the job
training (79%) and facility in-services (70%).
The typical participant in the attention-control group was a female (85%) between the
ages of 35 and 54 (61%). Most were African-American (50%) and reported an Associate’s
Degree (29%) as their highest level of education. The majority were LPN’s (89%) with 8 to 11
years of nursing experience (39%). Almost all of the nurses identified previous training in
palliative care; the most common sources of education were on the job training (75%) and
facility in-services (75%).
To identify potential differences in intervention and control group participants, analyses
were conducted to compare the groups on demographic variables. The principal difference
between the groups was licensure. A significantly greater number of nurses in the intervention
were RNs as compared to the control group (p < .001). Another difference between groups was
previous palliative care education. Nurses in the control group tended to have more palliative
care continuing education than their intervention group counterparts (p = .02).
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Table 1
Demographic Characteristics of Study Participants
Intervention

Control

Demographic

Frequency

Percent

Frequency

Percent

Under 25
25-34
35-44
45-54
55-64
65 and older

1
6
9
9
7
1

3.0
18.2
27.3
27.3
21.2
3.0

0
10
8
8
1
0

0
35.7
28.6
32.1
3.6
0

Male
Female

5
28

15.2
84.8

4
24

14.3
85.7

White
African American
Asian
Other
Hispanic or Latino
Highest degree
High school diploma
Certificate
Associate’s
Bachelor’s
Master’s
Other
License
RN
LPN
Prior palliative care education
Continuing education
Facility or organization in-service
On-the-job training
None
Years of nursing experience
0-3
4-7
8-11
12-15
16-19
20+
Years of long-term care experience
0-3
4-7
8-11
12-15
16-19
20+
*p < 0.05

14
6
3
10
2

42.4
18.2
9.1
30.3
6.1

9
14
2
3
1

32.1
50
7.1
10.7
3.6

0
5
14
6
2
6

15.2
42.4
18.2
6.1
18.2

1
5
8
5
1
8

3.6
17.9
28.6
17.9
3.6
28.6

20
13

60.6
39.4

3
25

10.7
89.3

1
23
26
2

3.0
69.7
78.8
6.1

7
21
21
4

25
75
75
14.3

7
4
5
3
4
10

21.2
12.1
15.2
9.1
12.1
30.2

3
6
11
4
1
3

10.7
21.4
39.3
14.3
3.6
10.7

7
5
5
2
7
7

21.2
15.2
15.2
6.1
21.2
21.2

2
8
9
5
1
3

7.1
28.6
32.1
17.9
3.6
10.7

Age

P value
.17

Gender

1.0

Race

.04

.62
.75

< .001

.02
.65
.73
.40
.28

.49
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Results
Demographic and clinical variables were summarized as mean and standard deviation for
continuous variables and as count and percentage for categorical variables. Before hypothesis
testing, descriptive statistics were computed for all study variables using the Statistical Package
for the Social Sciences for Windows (Version 21.0; SPSS Inc., Chicago, IL) and data was
examined for random and systematic missing data. No systematic missing data were found;
random missing data were minimal and handled using median substitution.
Research Question Number One
Research Question 1: What is the influence of a palliative care education intervention in
increasing knowledge and self-efficacy of nurses practicing in long-term care?
Nurses in the intervention group demonstrated a significant increase in knowledge (t =
5.897, df = 32, p < .001) and self-efficacy (t = 4.163, df = 32, p < .001) related to palliative care
following the intervention compared to control group participants. Mean score correct and
standard deviation (SD) for the pre-test PCQN were 11.2 (2.83) (range 6-17) and post-test PCQN
were 13.6 (2.64) (range 8-18). On the PCSES, the mean (SD) level of palliative care selfefficacy was 39.9 (6.69) on pre-test and 44.1 (4.08) on post-test.
In the control group, the mean score correct and standard deviation (SD) for the pre-test
PCQN were 11.2 (2.15) (range 6-13) and post-test PCQN were 11.3 (2.59) (range 4-16). Paired
t-test indicates no significant difference in participants’ pre-test and post-test PCQN scores (t =
.172, df = 27, p = .86). On the PCSES, the mean (SD) level of palliative care self-efficacy was
41.5 (3.37) on pre-test and 40.1 (8.89) on post-test. Paired t-test indicates no significant
difference in participants’ pre-test and post-test PCSES scores (t = -.746, df = 27, p = .46).
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Independent samples t-test comparing pre-test and post-test means and standard
deviations of the intervention and control groups indicate significance at the .05 level for
palliative care knowledge (t = 3.960, df = 59, p < .001) and self-efficacy (t = 2.667, df = 59, p =
.01). Table 2 displays the pre- and post-intervention scores for PCQN and PCSES in the
intervention and control groups.
Table 2
Pre- and Post- Intervention Scores for PCQN and PCSES in Intervention and Control Groups
Outcome Variable
Palliative Care Knowledge
Intervention Group
Control Group
Palliative Care Self-Efficacy
Intervention Group
Control Group
*p < 0.05

Baseline
Mean (SD)

Post-Intervention
Mean (SD)

T-Test
T value
Significance

11.2 (2.83)
11.2 (2.15)

13.6 (2.64)
11.3 (2.59)

< .001
.86

39.9 (6.69)
41.5 (3.37)

44.1 (4.08)
40.1 (8.89)

< .001
.46

Research Question Number Two
Research Question 2: Is there a significant difference in palliative care self-efficacy
between RNs and LPNs practicing in long-term care?
Using independent samples t-test analysis, there was no significant difference between
RNs’ and LPNs’ palliative care self-efficacy (t = -.796, df = 59, p = .43). A series of three
ANCOVAs was then performed to determine if the lack of difference between RNs and LPNs
might reflect confounding due to imbalances in the frequencies of sites, years of practice
categories, or age groups among RNs versus LPNs. There was no significant difference in
palliative care self-efficacy between RNs and LPNs when adjusting for site, F(1,58) = 0.61, p =
.81; when adjusting for years of nursing experience, F(1,54) = .331, p = .57; or when adjusting
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for age, F(1,54) = .562, p = .46. Palliative care self-efficacy mean scores (SD) were 39.8 (6.22)
for RNs and 40.8 (5.05) for LPNs.
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Figure 2. Self-Efficacy of RNs and LPNs
Summary
In this chapter, data collection was discussed, the sample was described, and data was
evaluated using SPSS 21 for statistical analysis. The results of this quasi-experimental pre-test
post-test study were presented. The sample consisted of 61 nurses (33 intervention, 28 control),
who were mostly female (85%), age 45-54 (30%), white (38%), and held an Associate’s degree
(36%). Twenty-three nurses (38%) were RNs and 38 nurses (62%) were LPNs. The primary
aim of this study was to determine the influence of a palliative care education intervention on
increasing knowledge and self-efficacy of nurses practicing in long-term care. Nurses in the
intervention group demonstrated a significant increase in palliative care knowledge (t = 5.897, df
= 32, p < .001) and self-efficacy (t = 4.163, df = 32, p < .001) following the intervention
compared to control group participants. A secondary aim was to determine if there was a
significant difference in palliative care self-efficacy between RNs and LPNs practicing in long-
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term care. No significant differences were found in palliative care self-efficacy between RNs and
LPNs.
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Chapter 5 Discussion
Introduction
This chapter presents a summation and discussion of this quasi-experimental study
designed to test the effect of a palliative care educational intervention. The primary aim of this
pre-test post-test study was to determine the influence of a palliative care education intervention
on increasing knowledge and self-efficacy of nurses practicing in long-term care. A secondary
aim was to determine if there was a significant difference in palliative care self-efficacy between
RNs and LPNs practicing in long-term care. In addition to findings, an evaluation of the
theoretical framework, the theory of self-efficacy, is also presented. Limitations of the study are
described. Conclusions and implications along with recommendations for education, practice,
administration, and future research are included.
Study Summary
Sixty-one nurses participated in this quasi-experimental pre-test post-test study. Thirtythree nurses were included in the intervention group and 28 nurses made up the control group.
The intervention consisted of four education sessions, with content derived from End-of-Life
Nursing Education Consortium, Geriatric Curriculum (COH & AACN, 2014). Sessions were
held every other week, over a seven-week period, on all three shifts, for two days each week.
The control group received an attention-control condition consisting of general geriatric care
education in a similar fashion to the intervention group. Nurses in the intervention group
demonstrated a statistically significant increase in palliative care knowledge and self-efficacy.
No significant difference in palliative care self-efficacy was found between RNs and LPNs.
Discussion of Findings
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In this section, findings are discussed including the statistics about the sample, the impact
of palliative care education on knowledge and self-efficacy, and the difference in self-efficacy
between RNs and LPNs. The two dependent variables, scores on Palliative Care Quiz for
Nursing and Palliative Care Self-Efficacy Scale, are also discussed.
Sample
The sample as a whole was largely LPNs (62%), but a statistically significant difference
was noted between the licensure of the participants in the intervention and control groups (p <
.001). Three RNs participated in the control group, whereas twenty RNs participated in the
intervention group. It is unknown why more RNs from the control group facility did not
participate. Another significant difference pertained to continuing education (p = .01). Only one
nurse (3%) from the intervention group and seven nurses (25%) from the control group reported
continuing education related to palliative care, where credit is earned after completion of a
specified education activity. This significance is likely related to the small sample size. Since
licensed nurses in Connecticut are not mandated to complete continuing education for license
appointment or renewal, many nurses do not pursue continuing education activities. Both
facilities require annual in-house training in many areas of care, but palliative care is not one of
those areas.
Of note ten intervention group nurses categorized their race as other, a statistically
significant difference. A few participants reported that they are from Jamaica and therefore are
not African American. An unknown number of nurses also categorized their highest level of
education as other because they did not receive any kind of degree from LPN school.
Research Question Number One
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What is the influence of a palliative care education intervention in increasing knowledge and
self-efficacy of nurses practicing in long-term care?
The findings of this study support the effectiveness of an education intervention in
increasing nurses’ knowledge and self-efficacy related to palliative care. Nurses participating in
the intervention group demonstrated a significant increase in palliative care knowledge and selfefficacy following the intervention compared to control group participants.
Palliative care knowledge. Nurses’ pre-test mean score was 11.2 for both groups. This
is slightly lower than a reported mean of 12.2 for the 396 nurses who participated in Ross et al.’s
1996 instrument validation study. A more comparable mean RN score of 11.7 was reported by
Ronaldson et al. (2008) in their cross sectional study that did not include LPNs. Similarly, Brazil
et al. (2012) reported mean scores at four different long-term care facilities of 10.5, 12.3, 12.6,
and 12.7 in their survey of RNs and LPNs. Nurses participating in this study scored within the
range of means from prior studies conducted in the long-term care setting. However these results
highlight the need for more palliative care education, as nurses are not fully knowledgeable
about palliative care.
An important finding was a significant increase in palliative care knowledge experienced
by nurses in the intervention group following an education intervention. Scores improved by 2.4
points, a 12% increase by intervention group nurses. This finding is corroborated by Adriaansen
et al.’s (2005) variant PCQN that found a significant increase in palliative care knowledge of the
27 intervention group nurses, who received an education intervention of four 8-hour sessions
over a two-month period (p = .03). Kim et al. (2011) reported similar results in their one-group
pre-test/post-test study of 111 Korean RNs who attended a two-day ELNEC core program.
These nurses improved by 1.0 point on the PCQN, a statistically significant finding (p < .001).
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As demonstrated in the present study and corroborated by prior research, education interventions
targeting palliative care have a positive and significant impact on nurses’ knowledge.
Palliative care self-efficacy. Pre-test mean self-efficacy scores were 39.9 and 41.5 for
intervention and control group nurses respectively. This is notably higher than for the 29 RNs
who participated in Phillips et al.’s (2011) instrument validation study whom reported a selfefficacy of 34.2. It is unknown if those nurses had prior palliative care experience, but nurses in
the present study reported a high rate of on-the-job training (75%) that most likely contributes to
their high self-efficacy. Nonetheless a higher level of knowledge would complement this high
level of self-efficacy and expectantly translate to better palliative care.
Another important finding of this study is the significant increase in palliative care selfefficacy following the intervention. Intervention group nurses self-reported an increase of 5.3
points, a 10.8% increase following the intervention. Similarly Phillips et al. (2011) reported a
6.5-point increase (13.5%) by RNs following a multi-faceted intervention with a post-test score
of 38.7. This post-test score is lower than the pre-test scores of both groups in the present study.
As stated by Phillips et al. (2011), “Self-efficacy is a predictor of both individual and
professional behaviours, as well as influencing the effort and commitment applied to achieving a
target behaviour which can be positively influenced by education” (p. 1097).
Palliative care education. The ELNEC Geriatric curriculum (COH & AANC, 2014) is
an internationally recognized education initiative to improve palliative care. Trained faculty are
permitted to tailor education sessions utilizing ELNEC materials. The researcher was able to
customize four education sessions to meet the needs of the intervention facility, as similarly done
by Robinson (2012), Lange et al. (2011), Ersek et al. (2010), and Mahler (2010). Topic areas
were discussed with and selected by the intervention facility staff educator. Important concepts
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included general principles of palliative care, as suggested by Kim et al. (2011) and Kelley and
Mazanec (2013); pain assessment and management, as suggested by Mahler (2010); non-pain
symptom assessment and management, as suggested by Mahler (2010); and, communication, as
suggested by Malloy et al. (2010), Kelley and Mazanec (2013), and Shawler (2011). There are
no other published studies that evaluate the influence of an education intervention on palliative
care knowledge and self-efficacy about these four specific topics.
The spacing of the education sessions was also an important part of this study. Sessions
were scheduled every other week for two days each week and offered multiple times on each
shift. This allowed nurses from all shifts as well as nurses who were not full-time to participate.
This flexible format permitted nurses to integrate small amounts of information into practice
after each session, as recommended by Lange et al. (2011) and Robinson (2012). The
importance of the spacing was influenced by nurses’ experience applying the bits of information
between each session and demonstrated sources of self-efficacy.
Research Question Number Two
Is there a significant difference in palliative care self-efficacy between RNs and LPNs practicing
in long-term care?
The findings of this study do not demonstrate a significant difference in palliative care
self-efficacy between RNs and LPNs practicing in long-term care. Palliative care self-efficacy
mean scores were 39.8 for RNs and 40.8 for LPNs. These scores are in contrast to findings in
Phillips et al.’s (2011) instrument validation study where RNs self-reported higher self-efficacy
than LPNs (34.2 and 32.3 respectively).
Self-efficacy did not correlate to knowledge in the present study. Although LPNs were
more confident, they were less knowledgeable (M = 10.7) about palliative care than RNs (M =
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12) and the difference was significant (p = .05). This is an important finding because LPNs
provide the majority of patient care in the long-term care setting, whereas RNs primarily
supervise. Helping LPNs and RNs become fully knowledgeable about palliative care will further
enhance their self-efficacy to improve patient outcomes.
Evaluation of Theoretical Framework
The theory of self-efficacy (Bandura, 1997) was an appropriate guiding framework for
this study. The premise of the framework is that as newly gained knowledge about palliative
care is applied nurses will experience an increase in self-efficacy, which was demonstrated in
this study. Participants gained new palliative care knowledge over a period of time. During that
time, participants acquired new clinical experiences related to palliative care. Together new
knowledge and experience was translated into an increased perceived ability, self-efficacy, to
perform palliative care. Although this study did not measure the performance of palliative care,
it did measure the self-efficacy to perform such care.
The four sources of self-efficacy are contributing factors to this study. Enactive
attainment is when participants are able to achieve mastery of an experience. Participants shared
experiences of trying out non-pharmacological interventions to provide comfort for patients, and
related how easy it was to do. Vicarious experience is similar to social modeling where
participants feel more confident as a result of watching another perform a task. Nurses reported
they felt more confident about having difficult conversations after observing another nurse
communicating with angry family members about a patient’s recent functional and cognitive
decline. Verbal persuasion occurs when participants provide support to one another and this was
also demonstrated in this study. One nurse reported support from another nurse when she was
advocating for more pain medication from the provider. Physiological feedback is the response
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that occurs during a situation. Nurses reported feeling very nervous about administering
sublingual morphine in that it may cause the patient’s demise. After the education session about
pain management, these nurses reported feeling more comfortable with morphine.
These are just a few examples of how the theory of self-efficacy was relevant and
applicable to the present study. If a similar study is conducted, this theory is an appropriate and
sound theory to utilize as a framework. Nurses were able to show an increase in self-efficacy but
also reported experiences that correlated to the sources of self-efficacy.
Limitations
Limitations of this study included study design, sample size, and the number of education
sessions. The study was a quasi-experimental design therefore it lacked randomization.
Randomization was not possible in this study as nurses were employed at two distinct and
separate long-term care facilities. Attempts to randomize participants would have likely caused
contamination of the experimental group. The use of a convenience sample restricts the
generalizability beyond the population from which the data were drawn. However this study
design was purposely selected to avoid cross-contamination of participants by stratifying the
study groups between two long-term care facilities.
This study also had a small sample size. Seventy-four nurses were enrolled and sixty-one
completed the study. This small sample size translates to a small effect as a power analysis
determined an objective sample size of 80 participants was needed to test the effectiveness of the
intervention. A future study with multiple facilities will increase the sample size, allow for
randomization, and increase the generalizability of study results.
Another limitation of this study was the number of education sessions. It was
challenging to maintain interest and commitment after the second session. Sessions were offered
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during designated break periods and food was served, however, nurses frequently reported they
were too busy to participate. Nurses consistently reported a concern about punching out late if
they attended the session.
Utilization of Findings
This study highlights the importance of palliative care in the long-term care setting. The
long-term care population is expected to increase and so will their need for palliative care. As
life expectancy increases, so will the number of people living with chronic, serious medical
conditions that limit their ability to live independently. With the palliative care goals to relieve
suffering and improve quality of life, nurses educated in palliative care will help patients with
serious, life-limiting illnesses.
Findings from this study also underscore the need that nurses working in long-term care
need palliative care education. Also, nurses working in long-term care lack accurate knowledge
about palliative care. Nurses need to be able to identify patients that will benefit from palliative
care and advocate for such care. The education intervention specifically about palliative care did
increase knowledge and self-efficacy. LPNs reported higher self-efficacy than RNs, a finding
worth further investigation, especially since this self-efficacy did not correlate to a high level of
knowledge.
Implications
There are many implications pertaining to education, practice, administration, and future
research.
Implications for Nursing Education
The findings of this study indicate that long-term care nurses have a general knowledge base
of palliative care (56% correct responses), but substantial room for improvement exists in the
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topic areas examined in the survey. Nurses in this study had the least knowledge on “Item 12:
The philosophy of palliative care is compatible with that of aggressive treatment.” The results of
this study help confirm the need to develop educational programs for nurses in palliative care,
which may lead to improved quality of patient care and outcomes. In addition, findings suggest
that not all nurses feel comfortable about the care needed for terminally ill patients. At each
level of nursing education, specific goals and guidelines are outlined to ensure competency in
palliative care prior to graduation.
•

The National League for Nursing (2014) endorses a palliative care LPN competency
under the program outcome “Human Flourishing”

•

The American Association of Colleges of Nursing (AACN) Essentials of Baccalaureate
Education (2008) integrates a palliative care RN competency under “Essential
IX: Baccalaureate Generalist Nursing Practice”

•

The American Association of Colleges of Nursing Essentials of Master’s Education in
Nursing (2011) further the Baccalaureate palliative care competency as their education
prepares graduates to influence the delivery of healthcare across a variety of roles,
settings, and the lifespan.

Research validates this concern that students are not prepared to provide palliative care in
their educational programs. Pope (2013) reported an inability to meet AACN’s Baccalaureate
Essentials as evidenced by lack of palliative care knowledge among the 72 junior and senior
nursing students who score an average 61% on the PCQN. Shea, Grossman, Kazer and Lange
(2009) similarly reported low palliative care knowledge among 36 graduate nursing students who
believed, “that the treatment they provide should have the goal of prolonging life over
maintaining quality of life” (p. 187).
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There is a crucial need for both students and faculty to be educated in palliative care.
Nurse educators can begin by assessing the current curriculum to identify courses that have
already integrated palliative materials, and courses that would benefit from the integration of
palliative care materials. It would also be beneficial to determine other courses that can include
palliative care content in creative ways that will encourage learning. Results of this study using
an adapted ELNEC curriculum can be applied as a learning tool in several ways to address the
lack of palliative care education in nursing.
•

LPN educators can assimilate palliative care content into courses and clinical practicum
to meet the “Human Flourishing” program outcome

•

Undergraduate educators can integrate palliative care content into case studies, role
playing, and lecture material in courses that have a clinical component so that material
can be utilized within the patient care setting with an emphasis on understanding the
philosophy of palliative care

•

Graduate program educators can weave palliative care content through the fabric of a
program to address advanced role development and clinical practice

•

The addition of palliative care content to licensure examination
Once employed, staff development directors need to continue nurses’ palliative care

education. Meier (2015) highlights the many barriers of palliative care integration into long-term
care, including staff that is chronically under resourced, understaffed and experiences poor
retention. In addition, the high demand for regulatory compliance, poor pay, and lack of career
progression perpetuate this precarious situation. These stressors only exacerbate the problem of
staff learning about and implementing palliative care. Staff development directors are
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challenged to overcome these barriers to improve patient care quality and outcomes (Meier,
2015).
•

Staff development directors can host in-services, conferences, and incorporate palliative
care competencies into mandated annual training.

Implications for Nursing Practice
It is evident from the present study that nurses are not fully knowledgeable about
palliative care. The American Association of Colleges of Nursing (1998) already developed
palliative competencies that can and should be incorporated into nursing care. Interdisciplinary
collaboration is one of these competencies and is essential in long-term care. All members of the
healthcare team play an important role in the delivery of palliative care. A few examples are
(AACN, 1998, para. 6):
•

“Promote the provision of comfort care to the dying as an active, desirable, and
important skill, and an integral component of nursing care”

•

“Collaborate with interdisciplinary team members while implementing the nursing
role in end-of-life care.”

•

“Assess and treat multiple dimensions, including physical, psychological, social and
spiritual needs, to improve quality at the end of life.”

The National Consensus Project (2013) provides evidence-based guidelines for healthcare
providers through eight domains of care. This document details vital quality measures to track
and monitor outcomes. Nurses serve as the core component of the interdisciplinary team (IDT)
by ensuring application of guidelines.
•

Nurses ensure palliative care initial recurring assessment and documentation is completed
by the IDT
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Nurses provide pain and non-pain symptom assessment and management, advocating for

•

patient comfort
Nurses promote patient and family coping and quality of life

•

Implications for Nursing Administration and Policy
In order for the provision of palliative care to reach its full potential, it must be supported
by nursing administrators by allowing release time to attend sessions. Long-term care facilities
need to adopt and implement a policy for palliative care, for example “comfort measure only”
order set and nursing care plan (The Joint Commission, 2014) demonstrating their commitment
to quality care (Agency for Healthcare Research and Quality, 2013).
•

The development of policies that create a context for palliative care using the adapted
ELNEC curriculum in this study

•

The creation of task force and unit committees that implement palliative care initiatives

•

The tracking of the delivery of palliative care in diverse patient populations

The Agency for Healthcare Research and Quality (AHRQ) (2013) tracks five quality
measures related to palliative care: relief of suffering, help with emotional and spiritual needs,
effective communication, and quality palliative care. Connecticut was not able to achieve the
96.5% benchmark for patients that did receive end-of-life care consistent with their wishes.
Furthermore, Connecticut was unable to achieve the benchmarks for relief of suffering, including
shortness of breath (68%) and moderate to severe pain (91.9%); help with emotional and
spiritual needs (93.6%); and, effective communication (89%) (AHRQ, 2013). As long-term care
facilities strive for their 5-Star Nursing Home Quality rating (CMS, n.d.), implementing
palliative care practices then becomes the standard of care, rather than the exception.
Implications for Nursing Research
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Research applications of this study are numerous and varied. They include:
•

Research examining the influence of palliative care education on nurses knowledge
and self-efficacy with diverse nursing populations in several long-term care facilities

•

Randomized controlled trials to confirm a causal relationship between knowledge and
self-efficacy, and increase the generalizability of results to a larger population

•

Multivariate studies to determine relationships among palliative care with several
patient outcome indicators

•

Qualitative analysis of nurses’ understanding of the philosophy of palliative care, but
also the meaning of palliative care to nursing practice

•

Longitudinal studies of the effect of nurses’ self-efficacy on quality measures
Summary
In this chapter, the discussion of findings was presented, including important

characteristics of the sample and the research questions. Palliative Care Quiz for Nursing and
palliative care self-efficacy scores were also discussed. The theory of self-efficacy was
evaluated as an appropriate and helpful framework for this study. Study limitations included a
nonrandomized study design, a small sample size, and the number of education sessions.
Utilization of findings in long-term care was discussed. Implications for nursing education,
practice, administration and research were also examined.
Conclusion
Six million people in the United States need palliative care today. Nearly two million
people live in long-term care, where they suffer from chronic, life-limiting illnesses. The
primary aim of this pre-test post-test study was to determine the influence of a palliative care
education intervention on increasing knowledge and self-efficacy of nurses practicing in long-
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term care. A secondary aim was to determine if there was a significant difference in palliative
care self-efficacy between RNs and LPNs practicing in long-term care. A statistically significant
improvement in knowledge and self-efficacy of the intervention group was noted during paired ttest (p < .001). A statistically significant difference was noted between groups on both measures
during independent t-test (p < .001). When controlling for site, age, and years of nursing
experience using ANCOVA, there was not a significant difference between RNs and LPNs selfefficacy (p = .2). This study contributes to the limited body of literature focusing on nurses
practicing in long-term care. Further research is needed to address specific knowledge deficits in
palliative care, and to determine if palliative care educational programs for nurses would enhance
and sustain nurses’ knowledge of palliative care management.
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Appendix A: Informed consent for intervention group
Consent Form for Participation in a Research Study

Principal Investigator: Colleen Delaney RN, PhD, AHN-BC
Student Investigator: Yvonne Joy, MSN, APRN

Study Title: The Influence of a Palliative Care Education Intervention in Increasing Knowledge
and Self-Efficacy of Nurses Practicing in Long-Term Care

Introduction

You are invited to participate in a research study to determine the influence of a palliative care
education intervention in increasing knowledge and self-efficacy. You are being asked to
participate because you are a nurse who practices in long-term care.

This consent form will give you the information you will need to understand why this study is
being done and why you are being invited to participate. It will also describe what you will need
to do to participate and any known risks, inconveniences or discomforts that you may have while
participating. We encourage you to take some time to think this over and to discuss it with your
family, friends and colleagues. We also encourage you to ask questions now and at any time. If
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you decide to participate, you will be asked to sign this form and it will be a record of your
agreement to participate. You will be given a copy of this form.

Why is this study being done?

This study seeks to determine the influence of a palliative care education intervention in
increasing knowledge and self-efficacy of nurses practicing in long-term care. Study participants
must be: (1) a RN or LPN that practices full-time, part-time, or per diem, (2) provides direct
patient care, and (3) willing to attend all four education sessions over a seven week period.

What are the study procedures? What will I be asked to do?

If you agree to take part in this study, you will be asked to do the following:
•

The researcher will meet with you at the beginning and end of study and ask you to
complete:
o a demographic questionnaire- at the first session (will take about 5 minutes)
o a palliative care knowledge questionnaire – at the first and last sessions (will
take about 10 minutes)
o a palliative care self-efficacy questionnaire – at the first and last sessions (will
take about 10 minutes)

•

The researcher will provide palliative care education to you during lunch
o There will be 4 sessions, 45 minutes in duration
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o Sessions will be offered every other week, over a 7 week period

What other options are there?

Your decision to participate in this study will not affect any employer-based performance
appraisals. You may withdraw from the study at any time, for any reason, without
consequences.

What are the risks or inconveniences of the study?

We believe there are no known risks associated with this research study; however, a possible
inconvenience may be the time it takes to complete the study.

What are the benefits of the study?

The potential benefits of participation in this study include increased knowledge and selfefficacy related to palliative care and potential benefits to future nurses.

How will my personal information be protected?
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The following procedures will be used to protect the confidentiality of your data. The researchers
will keep all study records (including any codes to your data) locked in a secure location. Research
records will be labeled with a code. The code will be derived from your first and last initial
followed by a sequential 3 digit number that reflects how many people have enrolled in the study.
A master key that links names and codes will be maintained in a separate and secure location. The
master key will be destroyed after 3 years. All electronic files (e.g., database, spreadsheet, etc.)
containing identifiable information will be password protected. Any computer hosting such files
will also have password protection to prevent access by unauthorized users. Only the members of
the research staff will have access to the passwords. Data that will be shared with others will be
coded as described above to help protect your identity. At the conclusion of this study, the
researchers may publish their findings. Information will be presented in summary format and you
will not be identified in any publications or presentations.

You should also know that the UConn Institutional Review Board (IRB) and the Office of
Research Compliance may inspect study records as part of its auditing program, but these reviews
will only focus on the researchers and not on your responses or involvement. The IRB is a group
of people who review research studies to protect the rights and welfare of research participants.

Can I stop being in the study and what are my rights?

You do not have to be in this study if you do not want to. If you agree to be in the study, but later
change your mind, you may drop out at any time. There are no penalties or consequences of any
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kind if you decide that you do not want to participate. You do not have to answer any question that
you do not want to answer.

Who do I contact if I have questions about the study?

Take as long as you like before you make a decision. We will be happy to answer any question you
have about this study. If you have further questions about this project or if you have a researchrelated problem, you may contact the principal investigator, Dr. Colleen Delaney (860-4864887). If you have any questions concerning your rights as a research subject, you may contact
the University of Connecticut Institutional Review Board (IRB) at 860-486-8802.

Documentation of Consent:
I have read this form and decided that I will participate in the project described above. Its
general purposes, the particulars of involvement and possible hazards and inconveniences have
been explained to my satisfaction. I understand that I can withdraw at any time. My signature
also indicates that I have received a copy of this consent form.

____________________

____________________

__________

Participant Signature:

Print Name:

Date:
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____________________

____________________

__________

Signature of Person

Print Name:

Date:

Obtaining Consent
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Appendix B: Informed Consent for control group
Consent Form for Participation in a Research Study

Principal Investigator: Colleen Delaney RN, PhD, AHN-BC
Student Researcher: Yvonne Joy, MSN, APRN

Study Title: The Influence of a Palliative Care Education Intervention in Increasing Knowledge
and Self-Efficacy of Nurses Practicing in Long-Term Care

Introduction

You are invited to participate in a research study to determine the influence of a palliative care
education intervention in increasing knowledge and self-efficacy. You are being asked to
participate because you are a nurse who practices in long-term care.

This consent form will give you the information you will need to understand why this study is
being done and why you are being invited to participate. It will also describe what you will need
to do to participate and any known risks, inconveniences or discomforts that you may have while
participating. We encourage you to take some time to think this over and to discuss it with your
family, friends and colleagues. We also encourage you to ask questions now and at any time. If
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you decide to participate, you will be asked to sign this form and it will be a record of your
agreement to participate. You will be given a copy of this form.

Why is this study being done?

This study seeks to determine the influence of a palliative care education intervention in
increasing knowledge and self-efficacy of nurses practicing in long-term care. Study participants
must be: (1) a RN or LPN that practices full-time, part-time, or per diem, (2) provides direct
patient care, and (3) willing to attend all four education sessions over a seven week period.

What are the study procedures? What will I be asked to do?

If you agree to take part in this study, you will be asked to do the following:
•

The researcher will meet with you at the beginning and end of study and ask you to
complete:
o a demographic questionnaire- at the first session (will take about 5 minutes)
o a palliative care knowledge questionnaire – at the first, fourth and last sessions
(will take about 10 minutes)
o a palliative care self-efficacy questionnaire – at the first, fourth and last
sessions (will take about 10 minutes)

•

The researcher will provide handouts during lunch break sessions:
o Handout about overall geriatric assessment – at the second session
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o Handout about independence of activities of daily living – at the third session

•

The researcher will provide palliative care education to you during lunch break:
o There will be 4 sessions, 45 minutes in duration
o Sessions will be offered every other week, over a 7 week period

What other options are there?

Your decision to participate in this study will not affect any employer-based performance
appraisals. You may withdraw from the study at any time, for any reason, without
consequences.

What are the risks or inconveniences of the study?

We believe there are no known risks associated with this research study; however, a possible
inconvenience may be the time it takes to complete the study.

What are the benefits of the study?

The potential benefits of participation in this study include increased knowledge and selfefficacy related to palliative care and potential benefits to future nurses.
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How will my personal information be protected?

The following procedures will be used to protect the confidentiality of your data. The researchers
will keep all study records (including any codes to your data) locked in a secure location. Research
records will be labeled with a code. The code will be derived from your first and last initial
followed by a sequential 3 digit number that reflects how many people have enrolled in the study.
A master key that links names and codes will be maintained in a separate and secure location. The
master key will be destroyed after 3 years. All electronic files (e.g., database, spreadsheet, etc.)
containing identifiable information will be password protected. Any computer hosting such files
will also have password protection to prevent access by unauthorized users. Only the members of
the research staff will have access to the passwords. Data that will be shared with others will be
coded as described above to help protect your identity. At the conclusion of this study, the
researchers may publish their findings. Information will be presented in summary format and you
will not be identified in any publications or presentations.

You should also know that the UConn Institutional Review Board (IRB) and the Office of
Research Compliance may inspect study records as part of its auditing program, but these reviews
will only focus on the researchers and not on your responses or involvement. The IRB is a group
of people who review research studies to protect the rights and welfare of research participants.

Can I stop being in the study and what are my rights?
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You do not have to be in this study if you do not want to. If you agree to be in the study, but later
change your mind, you may drop out at any time. There are no penalties or consequences of any
kind if you decide that you do not want to participate. You do not have to answer any question that
you do not want to answer.

Who do I contact if I have questions about the study?

Take as long as you like before you make a decision. We will be happy to answer any question you
have about this study. If you have further questions about this project or if you have a researchrelated problem, you may contact the principal investigator, Dr. Colleen Delaney (860-4864887). If you have any questions concerning your rights as a research subject, you may contact
the University of Connecticut Institutional Review Board (IRB) at 860-486-8802.

Documentation of Consent:
I have read this form and decided that I will participate in the project described above. Its
general purposes, the particulars of involvement and possible hazards and inconveniences have
been explained to my satisfaction. I understand that I can withdraw at any time. My signature
also indicates that I have received a copy of this consent form.

____________________

____________________

__________

Participant Signature:

Print Name:

Date:
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____________________

____________________

__________

Signature of Person

Print Name:

Date:

Obtaining Consent
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Appendix C: Flyer to recruit study participants
Participation in a Research Study

Volunteers Wanted for a Research Study
Study Title: The Influence of a Palliative Care Education Intervention in Increasing Knowledge
and Self-Efficacy of Nurses Practicing in Long-Term Care.
You are invited to participate in this study regarding nurses’ palliative care knowledge and selfefficacy.
The primary purpose of this study is to evaluate the influence of a palliative care education
intervention in increasing knowledge and self-efficacy of nurses practicing in long-term care
settings. A second purpose of this study is to determine if there is a significant difference
between registered nurses (RNs) and licensed practical nurses (LPNs) in palliative care selfefficacy. Your participation in this study will take approximately 5 hours of your time.
Study participants must be:
(1) a RN or LPN, (2) practice full-time, part-time, or per diem, (3) provide direct patient care,
and (4) are willing to attend all 4 education sessions.
Lunch will be provided to those that participate in the study.
This research is conducted under the direction of Dr. Colleen Delaney, School of Nursing.
To learn more about this research, contact Yvonne Joy at: Yvonne.joy@uconn.edu or Colleen
Delaney PhD, RN at 860-486-4887. Sign up in the Education Department to participate in this
study.
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Appendix D: Demographic Collection Form
Please answer the following questions about yourself.
1. Age:
A.

under 25

D.

45-54

B.

25-34

E.

55-64

C.

35-44

F.

65+

2. Gender:
A.

Male

B.

Female

3. What race do you consider yourself?
A.

White

D.

American Indian or Alaska Native

B.

African American

E.

Native Hawaiian or other Pacific Islander

C.

Asian

F.

Other

4. Do you consider yourself Hispanic or Latino?
A.

Yes

B.

No

5. What is your primary language?
A.

English

C.

Polish

B.

Spanish

D.

Other

6. What is your highest degree?
A.

High school diploma

D.

Bachelor’s degree

B.

Certificate

E.

Master’s degree

C.

Associates degree

F.

Other

7. Have you had any palliative care education? Mark all that apply.
A.

A course with continuing education credit

C.

On the job experience

B.

In-services by facility or other organization

D.

None
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8. Type of Nursing Professional
A.

RN

B.

LPN

9. Do you spend more than 50% of your workday doing direct patient care?
A.

Yes

B.

No

10. How many years of NURSING experience do you have?
A.

0-3 years

C.

8-11 years

E.

16-19 years

B.

4-7 years

D.

12-15 years

F.

20+ years

11. How many years have you worked in LONG-TERM care?
A.

0-3 years

C.

8-11 years

E.

16-19 years

B.

4-7 years

D.

12-15 years

F.

20+ years

12. Where do you work? Mark all that apply
A.

Riverside Health and Rehab Center

B.

Arden House

THE INFLUENCE OF A PALLIATIVE CARE EDUCATION

98

Appendix E: Palliative Care Self-Efficacy Scale
Please rate your degree of confidence with the following patient / family interactions and
patient management topics, by ticking the relevant box below
1 = Need further basic instruction

2 = Confident to perform with close supervision
/ coaching

3 = Confident to perform with minimal

4 = Confident to perform independently

consultation

No Patient/family interactions and clinical management
1

Answering patients questions about the dying process

2

Supporting the patient or family member when they become upset

3

Informing people of the support services available

4

Discussing different environmental options (eg hospital, home,
family)

5

Discussing patient’s wishes for after their death

6

Answering queries about the effects of certain medications

7

Reacting to reports of pain from the patient

8

Reacting to and coping with terminal delirium

9

Reacting to and coping with terminal dyspnoea (breathlessness)

10

Reacting to and coping with nausea / vomiting

11

Reacting to and coping with reports of constipation

12

Reacting to and coping with limited patient decision-making
capacity

1

2

3

4
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Appendix F: Palliative Care Quiz for Nursing (PCQN)
Palliative Care Quiz for Nursing (Ross et al., 1996)
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

Palliative care is appropriate only in situations where
there is evidence of a downhill trajectory or deterioration.
Morphine is the standard used to compare the analgesic
effect of other opioids.
The extent of the disease determines the method of pain
treatment.
Adjuvant therapies are important in managing pain.

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

It is crucial for family members to remain at the bedside
until death occurs
During the last days of life, drowsiness associated with
electrolyte imbalance may decrease the need for
sedation.
Drug addiction is a major problem when morphine is
used on a long-term basis for the management of pain.
Individuals who are taking opioids should also follow a
bowel regime.
The provision of palliative care requires emotional
detachment.
During the terminal stages of an illness, drugs that can
cause respiratory depression are appropriate for the
treatment of severe dyspnea.
Men generally reconcile their grief more quickly than
women.
The philosophy of palliative care is compatible with that
of aggressive treatment.
The use of placebos is appropriate in the treatment of
some types of pain.
In high doses, codeine causes more nausea and vomiting
than morphine.
Suffering and physical pain are synonymous.

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

True

False

I don’t know

16 Demerol is not an effective analgesic in the control of
chronic pain.
17 The accumulation of losses renders burnout inevitable for
those who seek work in palliative care.
18 Manifestations of chronic pain are different from those of
acute pain.
19 The loss a distant or contentious relationship is easier to
resolve than the loss of one that is close or intimate.
20 The pain threshold is lowered by anxiety or fatigue.
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